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PREFACE 

T HAD intended that this little monograph on lung 
■*■ tumors should be handed to Professor Arnold on the 
occasion of the festival held August 19, 1905, to celebrate the 
seventieth birthday of the master. The plan as originally 
conceived could not be carried out, but it is hoped that the 
delay in bringing out the work may not have been alto- 
gether valueless in that it made possible a considerable 
increase in the volume of the material. Great thanks are 
due to my friends and assistants. Dr. 0. Hensel and Dr. 
O. F. Krehbiel, for their indispensable aid in collecting and 
sifting the material. I am greatly indebted, as well, to 
Miss Laura E. Smith, of the Library of the New York Acad- 
any of Medicine. I wish also to express my sincere 
thanks to Dr. H. S. Tienken for her untiring interest, un- 
selfish devotion, and technical skill in the proper recording 
and tabulating of the material, and to Dr. A. L. Garbat 
and to Miss F. H. Fiske for the strenuous work of seeing 
it through the press. Finally, I would acknowledge my 
debt to Dr. F. S. Mandlebaum of New York and to Professor 
S. B. Wolbach of Boston for the very beautiful photographs 
used here as illustrations. 

The author dares to hope for kindly criticism and some 
renewed interest in the subject. 

L ADLER 



Naw YoBK, Chrittmai, 1911 
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CHAPTER I 



INTRODUCTORY 



TS it worth while to write a monograph on the subject of 
*■ primary mahgnant tumors of the lung? In the course of 



the last two centuries an ever-increasing literature has accu- 
mulated around this subject. But this literature is without 
correlation, much of it buried in dissertations and other out- 
of-the-way places, and, with but a few notable exceptions, no 
attempt has been made to study the subject as a whole, either 
the pathological or the clinical aspect having been emphasized 
at the expense of the other, according to the special predilec- 
ticm of the author. On one point, however, there is nearly 
complete consensus of opinion, and that is that primary mahg- 
nant neoplasms of the lungs are among the rarest forms of 
disease. This latter opinion of the extreme rarity of primary 
tumors has persisted for centuries. Within the last few 
decades attempts have been made to combat this dogma, but 
even now the overwhelming majority of medical practitioners 
rarely, if ever, think of a diagnosis of tumor of the lungs, and 
the ubiquitous tuberculosis, with its multiform clinical appear- 
axuxa and its plastic adaptation to all ages and all conditions 
of mankind, is ever ready to furnish, to all but a very few, 
a comfortable and satisfactory diagnosis. 

Most textbooks hardly notice lung tiunors, and if they give 
the subject any consideration it is, for the most part, insuf- 
ficient. Thus the well-known and still authoritative textbook 
on Diseases of the Lungs and Pleune, including Tuberculosis 
and Mediastinal Growths, by Sir R. Douglas Powell and 
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P. Horton-Simth Hartley (5th Edition, 1911), while treating 
at length of thoracic tumors and of mediastinal tumors, etc., 
has scarcely more than one page to cover the entire subject of 
carcinoma and sarcoma of the lungs. The excellent book of 
A. Frankel ' and the admirable chapters on carcinoma of the 
lungs in the latest edition of Wolff,' as well as a few other 
publications,' attempt a more comprehensive presentation of 
this type of turaor, but they seldom get into the bands 
of the medical public at lai^e, and so it happens that the 
general practitioner is not in a position to diagnosticate a 
primary lung tumor as often as might be, and the belief in 
the extreme rarity of these cases is still maintained. To'add 
to these difficulties, even the diagnoses made on the autopsy 
table are not always reUable. There are still careless or insuf- 
ficiently trained persons called upon to do this rather delicate 
work. It may happen also that the most careful and search- 
ing autopsy will not furnish the true diagnosis until a thorough 
microscopical examination has been made. Take for example 
the case of Walter Kretschmar; ' also of Morelli.' This 
latter case is remarkable for a number of unusual features: 
the youth of the patient, — a female aged twenty-eight, — 
the sudden onset after cold, with fever and cough, the clinical 
symptoms of a pneumonic consolidation in right base with 
pleural effusion and endocarditis. The sputum showed diplo- 
cocci. On autopsy both lungs showed white nodules, corre- 
sponding to blood vessels, and connective tissue strands not 
infrequently seen after pneumonic processes. No tumor 
could be recognized, and only upon rmcroscopic examination 
were nests of epithelial cells discovered in the lymph spaces 

■ Spezielle pHthologie u. Therftpjo der LuDg(?nkrankheJt?n, 1904. 

' Die L*hre von der Kn'bskr&nkbeit, Vol. II, pp. 803 ff.. Jena, 1911. 

' Credit must be given here to Alfred v. Sokalowski, Klinik der Bruetkrvik- 
heit«n, Vol. 1, Berlin, 1906, and his study of primary malignant and non-naliK- 
nant neopla«niH of the bronchi and luags. He eenae to consider bronchial 
carcinoma eitremcly rare, — mucb more rare than primary tumorB of the lung. 
He has a chapter of i^ut fifteen pagce devoli?d lo lung lumors, citing several 
cases of taa own experience. He goe« rather quickly over the pathology and 
diagnosis of carcinoma and in the e&me way burricts over sarcoma without 
brinipng in anything notably new. 

* tJber das prim&ro Bronchial- und Lungencarcinom, Diss. Ldpxig, 10O4. 

• Table I, No. 201. 
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of the fibrous tissue, and epithelial clusters in the alveoles and 
in the alveolar septa. 

Furthermore, v. Hansemanu ' relate that in his experi- 
ence at the Friedrichshain Hospital there were 711 carcino- 
TsmiA out of 7790 autopsies, of which 156, or 21.94%, 
were not diagnosticated during life, not even as tumors. 
Among these 156 cases there were sixteen bronchial and pul- 
monary tumors. Is it not somewhat humiliating to realize 
tiiat the difficulties of diagnosis are still so great as to pre- 
vent the best and most experienced medical men, with all 
the advantages of a large hospital, from discovering almost 
one-fifth of all the carcinomata that come before them? If 
these figures hold good generally, about one^fifth more car- 
cinoma cases should be added to oiu" ordinary statistics. 
.tVnother important addition to the difiBculties to be contended 
with lies in the fact that in many countries, as for example 
our own, justly claiming an advanced stage of civilization, 
the overwhelmingly great majority of the dead are not sub- 
jected to any post-mortem examination, and the death 
certificates on which burial permits are officially ^ven are 
often ludicrously insufficient. For this reason the United 
States Census is entirely useless for our purposes. As an 
example of the misleading diagnoses and insufficient observa^ 
tion which hamper one in getting up the literature of this 
Subject, look up the following: Two Cases of Melanotic 
Tumors in the Lungs.* Reliable autopsies, in the majority 
of cases, there are not, and many autopsy notes that have 
been recorded are so insufficient in their data and descriptions 
that & conclusive opinion on the case cannot be formed. The 
mine applies to the clinical notes. It is therefore impossible 
to say, from the figures given by the United States Census 
ecmceming causes of death, how many persons mentioned 
as having died from tuberculosis, pneumonia, or kindred 
diseases, may not really have died from lung tumors. 

Considering all this, it seems primarily necessary to 

■ RJecbclmann, Eino Krcbsatatistik v»in palhologiech-ati&tomiBchen StfiDd- 
puokl. Brt-I, Klin. Woch.. 1902, N. 31 and 32, pp. 728 ft. 
* Journal A. M. A., 1888, p. 53. 
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procure enlightenment on the question : Are maUgnant tumors 
of the lung as rare as has been supposed? And if they are not 
so rare, is their more frequent occurrence due to a supposed 
general increase in the incidence of malignant growths? 
Williams,' an enthusiastic exponent of the increase of car- 
cinoma as a whole and the corresponding decrease of 
tuberculosis, supports his \iew with a great mass of Btati»- 
tical figures, of which some few are quoted here. 

Incidenck a Enolakd act Wales 
1840 2786, ft proportioD to total I 1905 30221, s propoition to total 
niunbcT of deaths of number of deaths of 

1:129, or IH per 1:17, or 885 per 

millioD Ufiog. I millioD living. 

As to Newsholme's contention * that the registered increase is 
only apparent, being actually due to improved methods of 
diagnosis and death certification, Williams's answer is that 
(1) the uniformity in increase is too marked to be due to im- 
proved di^nosis, and (2) the very improvements cited have 
also caused subtractions from the cancer total, since many 
diseases formerly erroneously called cancer are now given 
their true names. Nencki is quoted in this connection * as 
giving the increase in cancer death-rate in Switzerland from 
114 in 1889 to 132 in 1898 (per 100,000 U\-ing). Williams 
gives the following figures for other countries: 
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» Natural History of Cancer, New YorV. 1908. 
' Procciedings of the Royal Society, 1893, Vol. LIV, p. 209. 
' Die Frequeni und Verteilung dcs Krebsea in der Sehweii, e 
r. schw. SUtiatik, 1900, Vol. II, p. 333, 
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Other important statistical work to be consulted is that of 
Robert Behla,' the great standard work, in four volumes, 
of Juliusbui^er,* and the work of Newsholme.' Looking 
carefully over these statistics, it is the writer's opinion that 
the statistics of Williams, as well as all statistical material 
thus far collected, with a great deal of care and labor, have 
not succeeded in proving conclusively that there is a real 
increase in the incidence of cancer and a corresponding 
decrease in the incidence of tuberculosis. The fact may 
torn out to be so, but at this writing can by no means 
be considered as proven. The only figures which in the 
course of time will give us the means of definitely solving 
problems such as this will be those obtained from hospitals, 
where the material is more uniform, where the best modem 
methods of observation and diagnosis are applied, and where 
finally the autopsies and microscopical examinations are done 
with the utmost care. Reports of life insurance officers, statis- 
tics taken from books of registrars and recorders, where only 
the causes of death are mentioned, cannot be effectively 
utilized. 

It has been shown, especially by the researches of Behla 
just quoted, that some sort of influence of occupation or 
trade may possibly be considered a factor in the incidence 
of carcinoma. If so, this factor is of very sUght significance 
and may, at least for the study of lung tumors, be entirely 
disregarded. 

It is the conviction of the writer, and he shares this belief 
with many others, — the mention of whose names and criti- 
cism of whose work need not be entered upon here, — that 
there is no absolute increase in the incidence of carcinoma. 
Nevertheless, the incidence of nmligtiant neoplasms of the 
lungs seems to show a decided increase. It has been stated 
that statistical research in this direction is beset with many 
difficulties. It may be hoped that in the course of a few 

' Kreba und Tiibcrkuloee in bemflicher Beiiehung vora Standpunkte der 
vatfcirhcodm intematioDaleii Slatistik, Berlin, 1910. 

* Die KraDldii-its- ucd Sicrblichkeitevcrh£.ltnisse in dot Ortnlrrnrilrrnlrnrnn 
ttu Lripiig und UmgpRend. 

■ Tbe Suttilict ol Cancer, The Practitioner, April, 1899. 



8 PRIMARY MALIGNANT GROWTHS OF THE LUNG 

years accurate and reliable figures will be available. In the 
meantune, however, the following table, founded on figures 
collected by Karrenstein ' and considerably amended and 
enlarged, will at least serve to show, not the causes, but the 
fact of the apparent increase. It is very significant that in 
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' ChariU^Annalen, Berlin, 1908. 

' Reinhardt, Der primarc LunKenkrebs. Arrh. t. Heilkundc, XIX, 1878.-2. 

' Fockler, Krcbsstatielik nach den Befundcn dee patholog. Institute lu 
WOKburg, Diss. WQKburg, 1909, 

' FUcba, Beitr. sur Reontnie der GeschwQiBtbiJdungen in der Lunge, Dies. 
MOnchen, 1886. 

* Buday, Slatislik der im patliolog.-analom. Institut der UniveraiUt Kolot- 
■var uBw. Zeilschr. f. Krebtiforschung, Vol. VI. B. 7. 

* MQlIer, C, Beitrae zur Stattetik der malignen Tumoren, Diss. Bern, 1890. 
' Rciche, Beitrage tur Ststistik des Careinonu, Deut. Med. Woch., 1900, 

N. 7, p. 120 8, 

* I^nlelsen, Quoted from Schlercth, 2 Falle von primftrem LungmVrebs, 
DtM. Kiel, 18BS. 

' Wolf, Fortachritte der Mediiin, 1895. 
" PSwIer, B. 8. 315. No. 6. 
'• Wolf, loc. cil. 
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' PerQU, Zur Histogenesis dee primarcn Lungcnliartinoms, Disa. MOnchen, 
1807. 

*Haberfold, Carcinom dea Magens, der Gallenblasc und Broncbien. 
2'torfirift f. Krebsforech., Vol. VII, I. Fasc., p. 2M. 

• Kaminaki, a. 8. 315, No. 6. 

* Buday, loo. cit. 

' RiMbcJniann, Eine KrebeHlali^tik von path.-anatoin. Standptinkt, B«t1. 
Idin. Wocb.. 1902, N. 31 and 32, pp. 728 ff. 

'Scjin, BcitTige lur Kenntnia dea primfiren Lungenkarxinoois, Dim. Leip- 
ng, 1904. 

' Fdlchenfcldt, Quoted from Benda, Dent. Med. Woch., 1004, S. 1454. 
Behrtf^e cur Statistik und Kasltistik de« EarzinoniB, Diaa. Leipzig, 1901 (after 



•Benda, loe. dt., 8. 1453. 

*Rieck, Krehe«tatiitlik nach den Belunden dea palholog. Institula i 
MOnrhni, Dim. Mltncben. 1904. 
" Lebert. Traill pratique dcs Maladies cancereusefi. 
» Kamnuitpin. Chant *-Annalen, XXXII J^u^., Berlin, 1908. 
" nedlirh, Die Sektions^tatietik des Cun-inoms, etc., am Stadt-Kranker 
haufl un ITrbon, 1900-190S, Diss. Berlin, 1907. 
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Hamburg 


11 
1.2 






920 


K6rber' 


32. 1908-09 
33. 


Patholog. Inatitut 
Krankenhaus, 

MUnchen 
Basel 


1.8 
1.76 


212 


0.20 


1371 


Nobiling* 
Kautmann' 


34. 1910-11 


Choritf-Annalen, 
Berlin 


0.76 


141 


0.05 


185 


Orth' 



1900 the Pathological Institute of the Charit^ in Berlin 
recorded only three cases of lung tumor, while in 1906 and 
1907 five and six cases respectively, were recorded. It is 
more significant still when the reports of the Pathological 
Institute of Kolozsvar from 1870 to 1880 and from 1888 to 
1905 respectively, are compared. It is to be remembered that 
this table is made up mainly from records of pathological 
laboratories of fairly high standing. 

There seems hardly room for doubt that the increase in 
the percentage of lung tumors is to be attributed mainly to 

' Karfenatcin, Charite-Annalen, XXXII Jahrg,, Berlin, IDOS. 
' Foretner, Uber maligne Tumoren, Diss. MUnchea, 1908. 

* Kfirber, Die Ergebniase der Hamburgischen Krebaforschung im Jahre 
1908. Mitt. Hamburgiachea Staatskrankenanatalt^n, Vol. IX, Supp., 1908. 

* Nobiling, Z'tschrift f. Krebsforsch. patholog. Insiitut Krankenhaus, 
MQnchen, r. d. I., 1908-1909. 

* Kaufmaon. Lehrbuch der Spec. Path. Anatomie, Baael, 1909. 
•Orth, Chariti-Annalen, Berlin, XXXV Jahrg., 1911. 
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the increased attention paid to these types of tximor and the 
greater care and more extensive microscopic investigation 
with which autopsies are carried out at present. Ab early 
as 1837, Stokes' had already remarked that in his experience 
lung tumors are by no means as rare, either in England or in 
Ireland, as was generally assumed, and Boyd ' even goes so 
far as to assert that piimary cancer is more frequent in lungs 
than secondary cancer, an assertion which he explains as 
follows: "A case of maUgnant deposit in the bronchial glands, 
infiltrating the lung, ending in ulceration and the formation 
of cavities, is frequently set down as one of hopeless phthisis, 
a post-mortem on which would be of no interest, and all 
record of the frequency of the disease is in consequence 
entirely lost." This utterance of Boyd's is probably some- 
what of an exaggeration, for while it has just been shown 
that the belief in the extreme rarity of lung tumors, a lusus 
naturae, as it were, can no longer be maintained, it must be 
conceded that these tumors belong to the class of rarer 
neoplaans and their incidence is out of all proportion to the 
frequency of occurrence of other maUgnant neoplasms, as for 
example of the female breast or the stomach. 

Seeing, thus, that lung tumors are to be reckoned with more 
often than was formerly believed, it is to be expected that 
numerous problems, both pathological and clinical, will 
present themselves. Besides these problems of purely theo- 
retical interest to the pathologist and the clinician, there is 
the great importance to the patient of a correct diagnosis. 
It cannot be a matter of indifference to the unfortunate 
sufferer whether his case be diagnosticated as tuberculosis 
or as tumor. If tubercidosis, he will be sent from one climate 
and one sanitarium to another, he and his family posably 
deluded with false hopes, until finally secondary symptoms 
have cleared up the case and death has brought relief. The 
grave prognosis which is an integral part of the diagnosis of 
tumor may be of paramount importance to the patient as well 
as to his relatives. At all events, so much is certain, that if 

' Dixeaaes of the Chest, LondoD. 1837. 
•Table!, No. 46. 
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the diasnoBis of lung ttunoiB is to be developed so as to render 
it more prcdae, and if any reasonable attempt is to be made to 
convert the present desperate prognosis into one less hopeless, 
this great result can only be achieved if the internist shall 
work hand in hand and shoulder to shoulder with the surgeon. 
The internist must be able to furnish as early and as accurate 
a diagnosis as possible, so that the surgeon under favorable 
conditions may develop his technique as early as possible. 
With these few introductory words, the initial question, it is 
dared to hope, is answoed afi&rmatively. 




CHAPTER II 



INTRODUCTORY (Continued) 

TN undertaking to write this monograph, it is proposed to 
■^ present the subject and the problems connected therewith 
in as comprehensive and at the same time as concise a manner 
as possible. Not only carcinoma, but the other maUgnant 
tumors of the lung are t6 be presented, both from a broad 
pathological, as well as from a clinical point of view. 

As the first st«p toward the accomplishment of this end, 
it was found necessarj' to collect a very large material from 
the literature. Thus far, but comparatively few cases had 
been picked up. Piissler,' after much sifting, managed to 
collect about seventy-four cases of undoubted primary car- 
cinoma of the lungs. This was in 1896, just fifteen years 
&gO> The latest publication ' casually remarks that about 
one hundred cases may now be found in Uterature, The 
difficulties of collecting cases in point have already been 
hinted at. It is extremely trying to delve into all sorts of 
doctor-dissertations, obscure and forgotten publications of 
all kinds and in all Umguages, to be frequently rewarded by 
finding that, after all, the case is secondary, or is not a case in 
pomt at all, or that no autopsy was made, or that no micro- 
scopic examination was reported. Again, no clinical history 
b pven, and the pathological diagnosis, though modem and 
very good, is not sufficiently supported by clinical observa- 
tions. The collection of cases from modem times has been 
amplified by the introduction of the microscope into pathol- 
ogy and the nomenclature of tumors based on microscopic 



»Vireh. Arfh., Vol. 145. 1896, p. 191. 

' Edward Boecker, Zur Keontiiis der primarcD LungcEikareiitt 
GMthiEai, Bo-lis, 1910. 
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Btudy, which latter, though not fulillliiig all demandB, is most 
helpful. But even within the last two years, reports have been 
published where there is no autopsy at all, or one that is very 
insufficient, and the microscopic examination is either absent 
or summarized in such general terms as "simple carcinoma," 
etc. Nevertheless, though it has taken several years m the 
compiling, 374 cases of carcinoma have been collected. It was 
thought best to make full abstracts wherever possible, so that 
the principal data of each case, both clinical and pathological, 
may be at the disposal of the reader, enabling him to use his 
own judgment and form his own deductions. The same has 
been done for sarcoma, though the latter is infinitely more 
difficult to get at than carcinoma,^ not only because sarcoma 
is so much rarer, as will be seen, but because very many cases 
are published without sufficient autopsy, and even if autopsied 
the almost intolerable confusion in the nomenclature makes 
the diagnosis from the printed case wcllnigh impos^ble. 

A third collection has been made which contains cases desig- 
nated as doubtful, though many of them may be authentic 
and valuable. They have been classed as doubtful for 
various reasons, sometimes because the autopsy was lacking, 
though the clinical observations pointed almost with certainty 
to a timior diagnosis, or it was impossible to decide whether 
the case was one of carcinoma or sarcoma, etc. 

A few other cases have been assembled which, properly 
speaking, do not belong to the subject in hand, but which may 
in their symptoms during life so closely resemble primary 
growths of the lung that it was thought wise to place them 
here for warning and for comparison. 

The reader should well understand that no claim is made 
for absolute completeness. Many cases were not taken into 
our collection either because they were not obtamable, or 
were written in a language that could not be readily trans- 
lated, or for other reasons. Besides this, too, it was imprac- 
ticable to continue collecting material indefinitely, and since 
the collection of material has been discontinued numerous 
cases have been published, which could not appear in the 
present collection. It may be stated also that, mth the 
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exception of but comparatively few, the references were read 
and excerpted personally. This rather bulky collection is 
printed in the form of tables, the first and largest being of 
caxtxnofma cases; the second, Borcoma; the third, doubtful; 
and the fourth, a few misceUaneoua cases. 




PURCANCEROlia InfI-UBNCES 



/^tlll knowU'tlip' tif luiiR tumorH dntcs from comparative^ 
^^ rtwciit UiiHw, imd tlif hi«tor>' of its development can be 
Hketohcni it) r vi<ry few worIb. It may aptly he divided into 
BOVcnJ periods. In the first and longest period, lung tumors 
wore aliHoliitely unknown. Tlii-s period includes all of 
ancient and medifpval medicine until Morgagni ' {1G82-1772) 
laid the foundations of pathological anatomy. It is most 
interesting and significant that Morgajpii himself was prob- 
ably the first to publish the results of several autopsies on 
lungs that might be diagnosticated as cancerous, and were 
so interpreted by him. It is probable that the first of the 
cases which he published as cancer of the lungs was really a 
case of primary lung tumor. In this ease he describes the 
disease of a man sixty ye-ars old, which was accompanied by 
cougli and copious expectoration of a yellowish, rather crude 
material, rarely, but tlien ilistinctly, stamed by streaks of 
blood. At autopsy the lung was found extremely hard, 
adhesions to pleura and mcdiastina, and nothing else but 
an "ulcus cancrosum" in the right lung.* The oft-quoted 
ol)Bcrvatioiis of Ueutaud ' deal probably with tuberculosis 
or diseased pleura, and not with tumor. The cases mentioned 
by Van Swictcn * must also be considered extremely doubtful. 

■ D* BcdJLus ct Causia Morburum per Analomen indigatis. 

* Hititnria analoniico-iuedica, etc., PariB, 1767, l4b. H. 
« Comnioiit. ad BowliHJivi Aphorunn. Vol. II, 1747. 
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There are a number of French authors about this time ' who 
published cases as cancerous that cannot be distinguished 
with certainty from tuberculosis. G. L. Bayle' published, 
three cases which he had carefully studied clinically and 
equally carefully after death, and he is the author of the 
phrase "phthisic cancereuse" which caused so much discus- 
sion. The first case he reports may possibly be a primary 
tumor, although this is doubtful. The second case is cer- 
tainly secondary after amputation of the arm. The third case 
was that of a man seventy-two years old, in which there were 
found at autopsy, at the root of the lung, shining white 
encephaloid cancerous masses, which were associated with 
masses of tuberculosb. It is unnecessary to go into all the 
clinical and patholo^cal details and theories on which Bayle 
bases his conclusions. There is some merit in his insistence 
that cancer and tuberculosis may exist together, although the 
tubercles, according to him, are the effect of an acid, and 
caocer the effect of an alkali. No clear idea, however, can be 
obtained of what he means by cancer and what by tubercu- 
losis, and it consequently happened altogether too frequently 
that his followers accepted true tubercular cavities as con* 
cerous, and vice versa, so that finally great confusion arose 
as between tubercular phthisis and cancerous phthisis. His 
contention that cancer of the lungs may exist for a very long 
time without any symptoms has been corroborated by modem 
medicine. On the other hand, he makes no distinction 
between primiary and secondary tumor. 

Besides the French, a number of German authors have 
worked on lines similar to those of Bayle, and though the 
name "phthisie cancereuse" could not maintain itself for a 
very long period, the name "fungus ha>matodes," or simply 
"fungus of the lung,"— especially among German writers, — 
was used for all pulmonary neoplasms that bore a suspidon 
of malignancy. Those seeking further information of these 



■ U Dnn, Mi^ra. de I' Acad, nyait de Chir, Vol. Ill, p. 28, Oba. 22. Abo 
J. F. S«nsux. fib. 

• JounuJ Ae M«5dlciiie, Tome 73. 1787. AIbo Rpdiwehes siir la Phthisie 
r, Piuin, 1810, p. 299. Also Diet, de Science mW., Paris, 1810. 
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historical questions are referred to the English elas&icB, espe- 
cially Stokes,' Graves,' and Walshe;' and also to the, for 
that period, very complete and thorough works of Reinhold 
Kohler,* and among modem authors, J. Wolff.' 

With Bayle and his followers ends the second period, and 
we enter upon the third, characterized by the study of lung 
tumors by purely clinical methods, reenforced by gross 
pathological anatomy. This period is introduced by Laeuncc, 
the author of I'AuscuItation Mediate, who, with his great 
authority and keen mind, took up the combat against Bayle 
and his after all not very progressive theories of the "phthisie 
caneereuse" and successfully differentiated the carcinoma of 
the lungs, whether primary or secondary, from any form 
of phthisical process, even though cavities should be found 
connected with the tumor. He described tumor of the lung 
in the clearest terms, under the designation " encephaloid." 
The use of this term, applied promiscuously to all sorts of 
tumors, caused considerable confusion until Virchow worked 
out a rational classification. 

Since the time of Laennec, his lifework, the practice and 
perfection of the methods of auscultation and percussion, has 
been assiduously continued and by these means a compara- 
. tively large ntmiber of lung tumors has been diagnosticated 
and reported. For a long time the necessary distinction 
between primary and secondary tumors was not upheld, and 
a number of cases were insufficiently observed and carelessly 
reported, but still progress in the diagnosis of primary tumor 
of the limgs was certainly made. J. Bell ' is said to have been 
the first to diagnosticate with certainty a primary tumor, 
which was imdoubtedly sarcoma of the lung. The real 
founder of this school is Stokes, who, together with Graves, 
Walshe, Hughes, and others, laid the foundations of out 
present clinical and pathological knowledge of primary lung 

' Loc. dt. 

• Clinir-ftl Leclures on the Practice of Medicine, London, New Sydenham 
Boc., 2d Ed.. Dublin, IS48. by J. Moore Nelifcun. 

■ A Pnwrtied Treatiee on Dineoee) of the Lung. etc.. 4th Ed.. London, 187L 

■ Ober den Lungenkrcb«, Diss. Tubingen. 1S47, and Die Krebs- und Schein- 
krebakrankbeit dee Menscben, Stuttgart, 1853. 

' Loc. dt. ' Table II, No. 3. 
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tumore, Followir^ upon this period of purely clinical and 
groes pathological observation, there comes the time when, 
after the fundamental discovery of Schwann, histology be- 
comes the main factor in pathological research. After the 
great work of Rokitansky,' in gathering together a very large 
material which led to a general cleaning-up and reclassifying 
of pathological anatomy, it is above all the name and work 
of Virchow that dominate this entire epoch. He was the first 
to demand that medicine be Ufted out of a maze of hypotheses 
and more or less plausible theories to become one of the 
natural sciences, based on critical observation and experiment. 
The "cellular pathology," with its battle-cry of "Onmis 
cellula e cellula," exercised great influence on the study 
of tumors. The entire onkology was taken up again and 
rearranged in the light of the fact that every cell origi- 
nated, not from blastema, not from plastic lymph, not 
from diatheses or other exogenic processes, but from cells 
alone.' The present time is still a part of this period, 
and the study of lung tumors must be continued along these 
lines. 

Notwithstanding the great amount of work that, as has 
just been shown, has been done and is still going on, Williams* 
is probably correct when he makes the somewhat brusque 
statement tiiat "it is necessary at the outset to refer thus 
pointedly to the crudeness and immaturity of medical knowl- 
edge, because nowhere do these qualities find more striking 
exemplification than in the terrible welter of disjointed facts 
and contradictory hypotheses that constitute such a large 
part of modem 'tumor science.'" There cannot be any 
mtentjon to discuss here the multitude of questions and prob- 
lems concerning the etiology and the true nature of mahgnant 
growths in general. The many questions of fundamental 
import, the attempts into the field of etiology, the innumerable 

> Lctifbuch dfT pathol. AnaUnnie, 1844. 
, *TIrirrBFh, Der Epithelial krpbs tiamentlich der Haul, Leipzig, 186S; Wal* 
dt7*r, Ober d«n Ki«b8,VoIkTiianns Samml.. I8T3, No. 33; Borci, LaSp^cifiriU 
njlulkire M rHtatologie chez t'embryo, Arch, dc Phys. normal, ct path., 3 8«>r., 
7, p. 400, the MiUiof o( tbe apboriem: "OtnniB c«llula e cellula ejusdem 
■Msih" * Log. cit. 
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theories, and above all, the enormous experimental work that 
has been done within recent years, — all this is obviously 
beyond the scope of this little monograph, which is to be 
devoted solely to the study of lung tumors. 

Nearly all the types of malignant neoplasms that occur in 
other parts of the body are also to be found among the 
primary growths of the lung, but before taking up the direct 
study of these tumors, some attention should be given to 
the conditions which have long been called "predisposing 
causes," but which latterly and more significantly are termed 
"precancerous conditions and affections."' 

First, the influence of race on carcinoma. According to the 
latest statistics, race and geographical distribution seem to 
have a decided influence on the incidence of malignant 
growths.' In the very thorough work of Dr. Levin,* sufficient 
proof appears to be found that there is leas cancer among the 
American Indians and American negroes than among 
the whites. Tuberculosis decimates the American Indians, 
while they are almost immune to cancer. ITiis seems to 
contradict the statistical conclusions arrived at by Belda.' 
Levin notes, too, that it is usually sarcoma or epithelioma 
of the different e:ctcmal parts of the body, which are neces- 
sarily more exposed to mechanical irritations, that affect the 
primitive races. In civilized nations there is a prevalence 
of carcinoma of the internal, parenchymatous organs. The 
following sentence, quoted from Levin, is important: "ThuSN 
the conclusion is forced on one's mind that, while every 
human being may carry within himself the X which may 
develop into cancer, it is the modem civilization and the 
conditions crejited by it that give rise to the mediate causes 
which produce the disease." The facts, indeed, at present 
avmlable, support the conclusion that the white races, 

' All Ihreo data and figurcfl have evidently been worked out principally for 
carcinoma, surcoma being brought io now and then incidentally only, probably 
because of ita rarity, poeaibly because no diflercDce was made between the 

■ Carl Lewin, Die Bdaartigcn GeechwQUt«, LeipxiK, 1909. Also WilUama, 
loc. cit. 

■ 1, Levin. Cancer among the American Indians, Zeitachr. f. Krcbsforach,, 
Vol. X, Udt II, 1911. • Loc. dt. 
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especially in Europe and the United States, can claim the 
greatest mortality from malignant growths, and there is 
only China, perhaps, that can compete with them in this 
respect. It is reasonable to suppose that this apphes also 
to lung tumors, though there are no special statistics. 

Next, the question of heredity. This has always been 
considered a very potent factor in the etiology of malignant 
neoplasms in general. Joscfson and Pfaimenstill ' have 
already noticed, however, that this does not apply to lung 
tumors. They have found only one case of accredited hered- 
ity among their seventy cases. According to Table I, in 290 
cases of carcinoma heredity is not mentioned. As many of 
these cases are ver>' superficially reported, and as in many 
others no clinical history is given, but the cases are simply 
introduced as pathological specimens, it is likely that among 
these 290 cases there may be many where the factor of hered- 
ity was simply overlooked. In twelve eases only it was posi- 
tively stated that there was a hereditary strain of cancer in 
the family, and in sixty-eight instances it was asserted that 
no hereditary strain could be discovered. Accoi-ding to the 
German Sammelforschung, in 9% of the males and 10.3% of 
the females hereditary predisposition for cancer was found.* 
The experimental study of tumors has thus far not furnished 
any decided proof of the value of heredity as a causal factor, 
and Bashford is inclined to deny its influence altogether. It 
follows, — though the figures are very uncertain, — that the 
incidence of malignant growths of the lungs does not appear 
to be seriously affected by hereditary strain. 

The influence of sex. M. Askanazy' maintains that there 
is a distinct connection between premature sexual develop- 
ment and the development of maUgnant growths, .\mong 
tumore of other kinds he quotes also Linser,' who reported 
the case of a boy thirteen years of age with a complete 

' Prinaiy Cwiwt of I,un^, Nov. Med. Arch.. Stockholm, I8B7. N. F. Vin, 
PcBtband, Axel Key; aodLubarachaad Ostertog, Ergebnisse, Wicsbailci), 1904, 
VoL VUI. 1002. 

•Qootpd (mm I.pwin, loc. dt. 

• Ubw Sexuelle Friihreifc. Zeitechr. f- Krcbeforach., Vol. X, Heft. Ill, IQltt 

• Vtrcfa. Ajcbiv., ISeO, Vol. 167, S. 381. 
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development of hair such as is seen after development of 
puberty. He died of a tumor in the left pleural cavity 
and mediastinum which, on examination, showed absence of 
elastic fibres, in stroma, no ciliated epithelia, the epithelial 
cells in certain places still stratified. The natural history of 
these evidently congenital tumors is as yet entirely obscure. 

It has always been maintained that males are by for more 
frequently subject to lung tumors than females. Tables I 
and II corroborate this. Among the 374 cases of carcinoma 
of the lungs, there are 269 males, or 71.9%; ninety-three 
females, or 24.8%; twelve in which the sex is not stated. 
In the same way, among ninety-four sarcoma cases, sbcty- 
three, or 67%, are males; twenty-eight, or 29.7%, females; 
three where sex is not stated. The domestic life led by 
women, with their consequent retirement and immunity 
from the irritations and traumatisms which must be frequent 
in the more unprotected life of men (the abuse of tobacco and 
alcohol, the many trades and vocations which are accom- 
panied by irritations of the respiratory organs, etc.) has been 
adduced in explanation of this fact. The entire subject is 
not yet ready for final judgment. 

The age of the patient. It is indisputable that age has a 
certain influence upon the incidence of both carcinoma and 
sareoma. Statistics seem to show that carcinoma, roughly 
speaking, is a disease of that period of life which follows 
puberty after its completion, while, on the other hand, sar- 
coma as a rule is a disease of the earUer years of life. But 
I there are exceptions, and no age is entirely exempt from 
grither type of tumor. The following figures, gathered 
pom Tables I and II, clearly illustrate this. It is evident 
Bfrom this that the majority of careinoma cases hes beyond 
I the age of forty and attains its maximum between the ages 
r of fifty and sixty. Descending slowly there are still two cases 
remaining between eighty and ninety, while the majority of 
Barcoma cases lies below the age of forty, climbing up slowly 
from the decade between ten and twenty, reaching the 
jtiraum between thirty and forty, declining again, slowly, 
nd there are still five cases between seventy and eighty. 
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The first decade, from birth to ten years, seems to be immune 
born carcinoma (without cotrnting, of course, the few cases 
of congenital tumor). 
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These figures tally satisfactorOy with the age tables ^veD 
by many authors, for instance Fuchs.' 

The question of the influence of age upon the incidence of 
malignant neoplasms is one that is intimately connected 
with certain problems that have of late years been thor- 
ougjily studied and widely discussed, — the problems of growth 
and of senility in their physiological and pathological bearings. 
The older theories, such as those of Thiersch' and others, 
that as the body grows older the interstitial tissue undergoes 
a change, the equihbrium between this and the epithehum 
U impaired, in consequence of which the epithelial tissue 
proUferatea and tends to form carcinoma, while, on the 
other hand, in youth the connective tissue group is apt to 
overstep the bounds set to it and thus sarcoma and similar 
tumors may be formed — these theories no longer hold 
good. It has just been shown that no age is absolutely 
immune from the formation of neoplasms and that even in 
intra-uterine life timiors of all kinds may be developed. 
These facts seem to lead to the unavoidable conclusion that 
deeper and more complex principles are involved. It is 
altogether foreign to the purpose of this study, and would 
require a book by itself, to go into details concerning the 
modem theories of growth and senility. It will suffice to say 
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that developmental cnei^ of a high degree becomes active 
as soon as the sperma enters the ovum. After that, until 
the organism is fully grown, there is a continuous balancing 
of enet^es as manifested in highly complicated chemical 
and physical processes. Immediately with the completion 
of growth, the changes begin which lead to senescence and 
final destruction of the body. The study of the intricate 
chemistry and physics of growth, regeneration, and senes- 
cence is by no means concluded, but has in reality only just 
begun. The relation of these problems to the formation 
and development of neoplasms is as yet sufEciently obscure, 
but many a single ray of light shed here and there justifies the 
hope of further enlightenment in the near future. 

It is of special interest in this connection to study the work 
of Rossle,^ from which only a few conclusions may be quoted. 
It appears to h\ m as certain that hyperemia is able to 
produce a considerable increase in the number of those cells 
which are organically an integral part of the matrix, and 
for that reason are subject to the laws of nutrition specific 
to the latter. Hyperffimia, however, cannot produce those 
biological alterations in the cells in consequence of which 
endless proliferation is caused. Rossle agrees, also, that 
hypenemia alone cannot account for the development of 
tumor, but must be associated with many other factors, 
among others, probably senescence. His aphorisms con- 
cerning senility are also most plausible and interesting. There 
may be senescence of the entire organism or of individual 
organs only. Senility does not attack different parts of the 
body simultaneously. While one part may long ago have 
become senescent, other organs may as yet be quite youthful. 
According to Rossle, the general law may probably be that 
tlie more intense the function, the sooner the cell grows old. 
It is doubtful if, with all their plausibility, these theories will 
Htand before more than a superficial investigation. Rossle 
further asserts that epithelium in general retams its juvenile 
Hiatus approximately during the entire life of the individual 
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ob. Med. ^^'uch., 1004, p. 1330. 
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and can be rejuvenated by karyokinesis and regeneration. 
The earlier in the course of the life of an organism a tissue 
becomes senile the earlier it will be possible for tumors to 
be developed from this tissue, for according to Rossle it 
is not those cells and tissues which have become senile, 
but those which have remained youthful and capable of 
reproduction and regeneration, which form the origins of 
these tumors. 
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PRECANCEROUS INFLUENCES (Continued) 

AS all these questions are most intimately connected with 
the question of the etiology of tumors, it will be best 
to say a few words in this place on the subject of etiologj-, at 
present the centre of so much discussion and labor. The 
despairing exclamation of Heyfelder,' — "Je passe sous 
silence I'^tiotogie et le traitement de cette maladie qui, 
jusqu'i pr&ent, est hors du domaine de I'art," — is for- 
tunately no longer true in its entirety. But still it must be 
confessed that, with all the colossal labor expended on the 
question of the etiology of tumors in the last half-century, the 
fundamental cause, the unknown X, that lies at the very 
bottom of all these manifold processes, is still entirely obscure 
and there is as yet not even a sufficient basis for an intelligent 
statement of the question that would seem to promise any 
result. ^\Tiat we know to-day of the physiology, the chemis- 
try, and physics of growth and senility seems to suggest tJiat 
malignant neoplasms might in general be accounted for in 
either one of two ways, and the discussions as to etiology 
actually do gravitate about these two points. Firstly, one 
might suppose, seeing that the greatest energy and the 
foundations for its proper balance are put out in early foetal 
life, that neoplasms are based ultimately on some earlier or 
later intra-uterine disturbance. This is, indeed, the theory 
that was furnished and elaborated by Cohnheim and his 
followers.* Cohnheim, however, did not look upon all thifl 

' Du Cftncer du Poumon, Arch. Gen. de Med., Vol. 14, 2d Serieo. 1837, 
p. 345. 

■ M&ny ye&rs before Cobnheiin, in the paper by Lan^aff (Table II, No. 
40) ID 1818, that author Ruya .p. 345) that he has noti red "pulpy tumonin the 
hmp of adult persons who had not beeu affected during their livM vith the 
t flymptoms of pulmonic disorder and who died of active discmse of ft 
26 
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from the mere standpoint of general physiology and of chem- 
istry, but assumed remnants of embryonal tissue in this 
or that organ which, left over, as it were, and endowed 
with proliferative energy, might under favorable conditions 
become active and produce tumors. 

This theory of Cohnheim, which, for reasons not necessary 
to state here, seemed untenable, was again revived, though 
in a much modified form, by Borst ' and his followers. Borst 
assumed, as the necessary foundation for the formation of neo- 
plasms, early disturbances in the intrar-uterine development, 
the nature of which is not as yet accurately known. Accord- 
ing to him, it is not necessary to assume the bodily presence 
of actual embryonal remnants. He remarks that, according 
to his view, it is highly probable that each organ has its own 
peculiar onkology. A true carcinoma is not developed out of 
any, no matter how irregular, form of inflammation, no trans- 
formation into carcinoma is effected when short, glandular, 
cuboid cells happen to be turned into high cylindrical cells 
of entirely different structure or when high cylindrical 
cells happen to be changed into others, again of different 
structure and of different function, or when single layers of 
pavement epithelium become stratified into numerous layers 
of epidermal cells. All these and many more deformations of 
epithelium might be mentioned which, according to Borst'a 
view, would in no wise transform the particular growth 
in hand into a carcinoma. What Borst does require, and 
reqiures without exception, is just that transformation of an 
epithelial cell into one of cancerous character, on the details 
of which so many express differing opinions, and the character 
of which is so difficult to describe and yet is so readily accepted 
as a matter of belief. 

different description io other viacera." He Ib inclined to think that fungiu 
hiematodes and cancer and acrofula ''have their origiD perhapa with the 
formation and development of the natural parts of the foetua in utero and 
that they remtun, aft^ the birth of the individual, in some inatancea dormant 
or inactive for a series of years, and in all only require a peculiar morbid 
excitement l« occasion Ihia increase and deatructiveness." .. 

' Die Lehre von den Geschwiilsten, Wiesbaden, 1902. Uber atypische 
Epitbelwucherung und Erebe, Verhand. Deutsch. Path. Ges., Vol. 6-7, 1903- 
1901, p. 110. 
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It wooU be moat interes&ig ba e oot in ue in detail the 
history of the varioos tbeorin aad spenilacians which hsve 
led to the praeiit state of oar knowfedge c£ m^jgpia^t, 
Uatnaa. TUs is hnp oB riMe , beooae the anfaject of this 
ttBBj is tumms of the hm^ »***i not malipmit gnnrtfas in 
tfaawL Tlie neee w a ty of doady MPiPTing bo this speaal 
aofaicet is flUn nuce hnpera t iT C b e Mna e of the enonnoua 
BMtOMl tm tmnocs m gpnenl pobfisfaed Eram jcur to year, 
» fev ezaoqika of iriueh have abaify been mentiiHied, as 
Wilknia,' Bont,* the vaiiooB wiitii^ of Rifabeit and espo- 
ciaOy his latest.* But evtn a sinqile catalogue of the more 
important writings on these subjects, with only cardDoma 
as a subject, would be enou^ to fill a small book. Does it 
not aft«r aO aeem as if one theocy were as good as another 
and mi^t, by some clever leasoning, be selected aceordiiig 
to the subjectiTe taste of the author who dects to defend it? 
In the writer's (^nnioa, the best evidence appeais to be on the 
ade of Borat and bis foUowers. Be that as it may, one can 
only rdterate agun and i^;ain that, with all the labor and time 
spent on these questions by woricers in many separate fields 
of research, and especially the tremoidous amount of experi- 
mental work that has of late years been done by Ehrlich 
and his school, by Bashford and many othas, — white it has 
added much that is valuable to our general knowledge and 
has been of immense service to our better understanding of 
many medical and bblog^cal problems, especially of oukology, 
• — in spite of all this, no light has been shed upon the ultimate 
etiology of tumors, and the words of Kraske * are in the main 
still true, — " We know no more to-day of cancer than did our 
grandfalbent." 

That cases of tuberculosis the world over, thanks to the 
preventive work done everywhere, are steadily diminishing 
in number aoeios indubitable. There is, as we have seen, a 
great deal of legitimate doubt as to the increase of carcino- 
sis. Bchlii ' has pointed out that by adequate disinfection of 

' Loc. Ht. ' Loo. cit. 

* Dm KarBloom dm M«niwhra, etc., Hugo liibbert, Bonn, 1911. 
■ NBturfniwhnvenuunttilung in Freiburg, Miit, 1902. 
M. dt., p. 177. 
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tubercular sputum, ulcers, and numerous other places where 
tubercle bacilli may be found or suspected, by proper 
isolation and proper sanitaria, etc., the progress of tuber- 
culosis ean to some extent be arrested and that a much 
greater advance in the arresting of this scourge of mankind 
may be hoped for in the future. It is quite different with 
carcinoma. There is as yet no known primary cause for 
malignant growths. Among the multitude of contagions 
that we know at the present day, none has been found that 
seems to have any connection, causative or otherwise, with 
carcinoma or sarcoma. Carcinomatosis, therefore, does not 
show any similarity with the contagious character of tuber- 
culosis. It does not seem to spread infection from individual 
to individual. It is more than doubtful whether environment, 
as some authors maintain, plays any active part in the 
development of malignant growths. Behla has not suc- 
ceeded in proving that special forms of vocation, trade, 
occupation, etc., or calling of any kind, have any active 
part in the causation of lung tumors. It is true enough 
that certain kinds of work are apt to produce inflammatory 
conditions (bronchitis acute or chronic, anthracosis, siderosis, 
chronic indurative pneumonia, and others), and the locali- 
luition of tuberculosis may possibly be determined by such 
factors. But it has never been proven that any increased 
tendency toward the development of malignant tumors is 
caused thereby.' 

It may be convenient in this connection to refer briefly to 
the so-called cancer of the lungs as occurring in the mines of 
Schneebei^, Silesia, Germany.' It was tho\ight that here at 
least was proof positive of the production of malignant growths 
solely by the injurious effects of purely exogenic influences 
as furnished by irritating occupations. In this small Silcsian 

' Conf. tiie work of Wiltianu, loc. cit. ; Karl Kolb, Dcr Einfluss 6ee Dcrufes 
ku( die H6>iegkeit dee ICrebeee, ZeiUdir. f. Krebeforacb., Vol. IX, Heft III, 
HctUii, 1910; BcJila, loc. dt., and many otherB. 

■ Beaee, Das Vorkommra von prim&rein Lungenkrebs, die Bergkrankhcit 
in den Bchneeberger Gmbt;n. Vierteljahrechrift (. Ki'richtliche Mediiin, 1879, 
pp. 206 ff. Abo Anckv, Lungenkrebs der ScbDeeberger Enarbeitcr, Din, 
UQaeben, 1B84. Aim KOrner, MUnch. M«d. Wocb., IS38, No. U. 
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town there were eight mines extending to a depth of fifteen 
hundred yards, from which cobalt, nickel, and bismuth 
were obtained. There were from six to seven hundred men 
employed in the mines, and of these the yearly mortality, 
excluding accidents and the like, was about twenty-eight to 
thirty-two, of which twenty-one to twenty-four were from 
carcinoma of the lungs, so that a total of seventy-five per 
cent of all miners in this town died from this disease. The 
worker was never affected until after twenty years of mine 
work, usually later, while the worker who survived fifty 
years of mine work was generally immune. Heredity can be 
excluded, for only those who worked m the mines, and worked 
steadily, were afSicted. Those who did not work continu- 
ously in the mines, or who had other occupations besides 
mining, or who lived better on the whole, might live to be 
seventy years or over. The symptoms need not be described 
here. The autopsies showed that the disease always com- 
menced from the root of the lung where the lymph nodes 
were involved and enlarged, ranging from the size of a walnut 
to that of a fist. Sometimes secondary tumors in the subcutis 
of the thorax, visible from without, occurred. The tumors 
were examined frequently, especially by E. Wagner,' who 
found the nodules to be true lympho-sarcoma. Cohnheim * 
had already hinted at the likelihood of these tumors not being 
real tumors at all, but products of some infection. The ques- 
tion was studied in all directions. It was foimd that only 
those who did actual mining, and for a considerable number of 
years, were attacked by the malady; that there was no local 
irritation caused by the nickel or cobalt or bismuth particles, 
but that it was a form of poisoning due to the arsenic found 
in some quantity in those ores. In other mines of cobalt, 
nickel, etc., in Sweden, Hungary, and the Tyrol, where the 
ore contained no arsenic, the disease did not occur. Since 
the authorities have sufficiently ventilated the mines and 
have properly regulated the Uves of the miners, nothing has 
been heard of the "Schneeberger Lungenkrebs." 

' Eulenberg'i Vierteljahnchr. f. Gcrichtl. Medina. 
• Vorlcaiingeii, VoL I, p. 718. 
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Teauma. Much stress has been laid on traumatism aa an 
important factor in the development of maUgnant neoplasms. 
By "traumatism" is meant here the injuries of the grosser 
kind, like severe contusions by blows, falls, and similar 
occurrences. It is always claimed that these severer forms 
of traumatism have some intimate and direct relations with 
the development and growth of malignant tumors; in fact 
are the growth-determining element. Statistics, however, 
do not seem to bear this out. Among the material col- 
lected in Table I dealing with carcinoma, there are but six 
cases in which tj'aimiatism in the ordinary larger sense is 
recorded.' 

The really effective action of traumatism has for a long 
time been considered, as displayed in the development of 
sarcoma. Among the ninety cases tabulated on Table 11, 
there are only two cases (Nos. 15 and 51) in which trauma is 
recorded. This seems to eliminate once and for all the idea 
that traumatism of the grosser kind, at least, has any part in 
the development either of sarcoma or of carcinoma. Granted 
that the figures are very uncertain and clinical history and 
careful observations lacking, the small percentage of cases in 
which trauma is associated with the formation of tumors can 
only be due to a coincidence. It might, of course, be claimed 
that the tumor, — carcinoma or sarcoma, — had been latent 
before trauma, and that the trauma merely hastened the 
growth of the timior. This is capable neither of proof nor of 
disproof and must remain for the present a matter of belief 
and not of knowledge. Experimentally, so far as can be seen, 
convincing testimony has not been brought forward in either 
direction, but, as we must constantly keep in mind, no 
experimentation of any kind has as yet been able to produce 
an experimental case of malignant growth. The question 
of traumatism is, of course, still much discussed and it is 
Burprising to note the lengths to which some authors are 
prepared to go. Herzfeld,' for instance, concludes his work 
with the sentence, "Ohne Trauma, kein Tumor" (No tumor 

"Nee. 81, 104. 115, 158. IBl, »nd 177, 

■Tumor and Trauiua, ZeiUcbr. [. Krebefonoh., Vol. 3, 1D05, p. 73. 
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t wiUiout traumaV One mtacstlng case is reported by 

I Soh6ppler,> in which & fall down staiis with se\-ere contusion 

of the Wt mamma was $u{^)oaed to have given rise to a 

cairanoma, that portioo of the bteast faaving been, supposedly, 

healthy before trauma. It was quidLly operated and the 

diftgnoBb corroborated by the mktuecope. The author 

\ eonuders this a eoDvinctDc pmof of the development of a 

earcinoma from a sin^ traumatssm. The writer does not 

think that he has prv'%"ed his case, since, in order to have 

absolute ptvoi. it would be nwcsiarj' to ha\-e demonstrated, 

mkroscopicaUj' '^^ tttherwiiv, before the fall, that the 

pcfftkn of the breast affected had been entirely healthy. 

One must ocuncide with BoG$tr6m * in so far as he, with 

other authors^ claims that ik> maligoact timior can be de- 

rveloped after » ko^ tnumktism, from tissue previously 

I beahhy. It is not poe^)le» however, to accept imcondi- 

tionaUy his further statements, that these large traumatisms 

may act as otunddeotal initants and c&nses of malignant 

growths. 

Besides these blows and contusions, fallf and all the grosser 
forms of traumatisms, those snmUor irrilatioiis which lead to 
chronic inflanmiations and indurations, to h>'perplasia, and 
often to hypersecretion and hj^poeecrction of the tissues, must 
be considered under the general head of traumatism. On 
this subject there is also a ver>' Iatko Utoraturo which cannot 
be mentioned here. A part of it will be found in Schoppter.* 
Besides the usual standard works, there are also the publica- 
tions of Brosch,* Schuchhardt,' and ROpke.* 

Chronic irritations affecting the respiratory organs are 
numerous and are supposed by many to play a very active 



•ZnUchr. f. ErebsTonch.. Vol. la No, 2, ISII, [>. 219. Einmolign 
TnwD* und Carcinom. 

* Tnunuilidamua uod PtraaitiBmuB nla Untachen der G«wJk«lU«te, GicMen, 
1903. ■ to«. oil. 

* Tfaeoratiadie und exporimcntpJIf UDterBuchuntien lur Pftthogtoeee u. 
I HMoKe&ew dcr maligD^n GescbwulRlc. Quot^ nftcr Wolff, loc. cit. 

• Beitrikge s. Entstehung dee CarcinomB aiw rhraiu8ch<-oliQndIichen Zu- 
•tlnden drr Houtdeckea luul 8<^leuiihAule, VoUunanns Sannnl. klio. Vortr., 
No, 367, 1B86, 

• Ardi. I. Klin. Ctunirgi«, Bd. 78, 1905, H. II. 
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part in the causation of tumors of the lung. Such causes 
are supposed to account for the predominance of males over 
females in the occurrence of tumors.' It is very generally 
stated that the right side is the favorite localization of car- 
cinoma of the lung, and this is supposed to be in consequence 
of the anatomical and physiological conditions. The right 
bronchus is shorter and wider than the left, its course is 
considerably straighter, and it seems natural enough that 
irritating substances, both chemical and mechanical, are 
aspirated more easily into the right than into the left 
bronchus. The following figures calculated from Tables I 
and II seem to show that for carcinoma there is a pre- 
dominance in favor of the right side amounting to thirty- 
one cases. For sarcoma, on the other band, there seems 
to be a predominance in favor of the left side. The figures 
calculated from Table HI show no predominance of either 
side. 

CKsanoUA Sahcoua 

Right aide 188 Right side 



left 
both 
doubttul 
not stated 



left 



374 

Comparison of these figures shows results so mconstant and 
differences so shght that it would not be wise to build any 
theories thereon. A. Frankel' comes to a similar conclusion, 
though based on a much smaller material. 



Tuberculosis. The authority of Rokitansky for a long 
time sustained the dogma that carcinoma and tuberculosis are 
incompatible diseases; in other words, that where tubercu- 
\osis is found a cancer cannot develop. Another view, at 
one time popular, is expressed by an aphorism of Crazet'— 
"The cancerous easily become tuberculous, but the tuber- 
culous do not easily become subject to cancer." Actual 



' Conf. p. 22, Chap. m. 
■ Coincidmce et rapport du tuberculoM a 
1S7S- 



■, Thfioo de Piiria, 
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^^B experience has Bince shown, not only that carcinoma, eape- ^^M 




^^1 culous cavity, but that ordinary pulmonary tuberculosis, with ^H 


^^M breaking down of tissue and formation of cavities, as well ^H 


^^M as miliary tuberculosis and localized tuberculosis in other ^H 


^^P organs, may be associated with pulmonary neoplasms. In ^H 


^^m Bome cases the diagnosis of associated pulmonary neoplasm ^H 


^^m and tuberculosis has been made during life. A selection of ^B 


^H cases taken from the collected material will serve to illustrate 


^M the association of malignant growths and tuberculosis. 


^H Tumor was present in every case, whether expressly men- ^^ 


^M tioned or ^M 


^M Table I ^H 


^H 64 Coho 


AuUipey 


Tuberculous cicatm in right apex and m Bau- ^^H 
hini's valve ^^M 




Autopsy 


Cancer in left bronchus and tuberculous cavity ^^| 
left lung ^M 


^H 98 Gougerat 


CUnical 




^H 106 HarbiU 


Clinical 




^^H 2fi7 PcrroDe 


Sputum 


No tubercle bacilli ^H 




Autopiy 


penetrated by tumor ^^M 


^H 295 Sebit 


Autopsy 


tuberculosis ^^| 


^H 343 WoU 


Clinical 


Chronic phthisis ^^^| 




Autopsy 


Tubercular cavity left lung and tumor ^^^| 


^H 344 Wolf 


Clinical 


Chronic phthisis ^^^| 




Autopsy 


Tubercular cavity right lobe and tumor ^^^| 


^^ 346 WoU 


Clinioal 


Signs of pulmonary phthisis ^^^B 




Autopsy 


Tumor left apex, miliary tubercles over right 

pleura 
Tumor ot right upper lobe surrounded by fresh 


^H 848 Wolf 


Autopsy 






miliary tubercles, both suprarenals tubercu- 






lous, tuberculous ulcer in ileum 


^H 349 Wott 


Autopsy 


Nodulw root of right lung, cxcreaccncts on 
membrane of larger bronchi, bifurcation mif 
rounded by large tumor, fresh miliary tubei^ ^^_ 
culoeis of both lunics ^^H 


^H 350 WoU 


Autopsy 




^K^ 356 WoU 


Autopsy 


Anorexia and emaciation tallowed by signs of ^H 


^H 359 WoU 


Clinical 






right pulmonary phthisis ^^H 


^H 365 WoU 


Clinical 


Puimooary phthisis ^^H 


^B 373 WoU 


Clinical 


Symptoms of tuberculosis with baeUli ^^ 




Autopsy 


Lesions of old and more recent phthisis 


^M 374 WoU 


Clinical 




1 M 
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The cases will probably be much more numerous m 
future, Id proportion to the increasing attention given to 
this subject at autopsies and microscopic examinations. 
Some authors appear to take a somewhat extreme stand 
regarding the relation between tuberculosis and tumors 
generally, and of tumors of the lung especially. For in- 
stance, Aronson ' cites twenty-two cases of his own practice 
in which tuberculous patients had one parent or both suffer- 
ing from carcinoma. He even goes so far as to suggest the 
possibihty that the tubercle bacillus under favorable con- 
ditions might produce carcinoma, and refers to the lupua 
carcinoma as the connecting link between tubercidosis and 
carcinoma. It is sufficient to quote the following sentence: 
"The phthisical diathesis is not only inherited from parents 
suffering from tubercular phthisis, but also from those suffer^ 
ing from carcinoma. Etiologically considered, carcinoma, 
lupus, tuberculosis, all these belong most probably to a 
single family." As a counterpart to these exaggerated 
statements, Bayha' describes the so-called lupus epitheUoma 
and declares this form of epithelial proliferation in no wise 
cancerous or maUgnaut. He shows that genuine carcinoma 
de\'elops much of tener on active and fresh lupus than on 
lupus scars. The proclivity of carcinoma to develop from 
lupus, and especially from lupus scars, has been mentioned so 
often as a fact beyond dispute that it is important to note 
the results of Bayha 's investigation. He says distinctly that 
there is no direct transition from lupus to carcinomia, but that 
the malignant epithelium proliferates into the interpapiUary 
depressions. Williams' reiterates his view that as tubercu- 
losis declines, carcinoma necessarily increases. It is also his 
belief that the systemic depreciation that follows as a conse- 

' Beoiehungen EwiscfaeD Tubcrculoee und Krebs, Dmt. Med. Woch., VXa, 
No. ?7, p. 8«. 

* Uber Lupu8 Carcinom. Brune, Beitrftge lur Klin. Chir., Vol. UI, 1888, 
p. 1. ■ LcMj. dt., pp. 337 S. 
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quence of fresli tuberculosis, and even of tuberculosis only 
recently healed, is an undoubted factor in the etiology of 
cancer. On the other hand, he readily agrees to the fact that 
while a considerable amount of old, healed, calcified tuber- 
culous products may be foimd associated with neoplasm in 
the lunga, this association has no further meaning than that, 
cicatrized tuberculosis being so extremely common, the ordi- 
nary percentage is also found in the cancerous. Furthermore, 
F. P. Weber and many others suggest that old, quiescent 
tuberculous foci, not yet completely cicatrized, may be again 
started into activity by the local as well as systemic effect 
of the cancer, which naturally tends in a great measure to 
lower the patient's vitality. This, however, is a speculation 
of which we know nothing. 

The subject of tuberculosis in its relations to carcinoma 
should not be closed without mentioning the theories of 
Kurt Wolf.' Wolf distinguishes closely between bronchial 
carcinoma and carcinoma of the lung proper. Of the latter 
he reports nine ca.ses, of carcinoma of the bronchus twenty- 
two.* He points out that bronchial carcinomata are nearly 
always found in those places which are most subjected to 
slight, but chronic, irritations, especially on the right ade 
and more particularly near the bifurcations. He does not so 
much refer to the tracheal bifurcation, but more to the bifur- 
cations of the second, third, fourth, and following orders. 
Naturally, all the irritations of aspiration, of dust, tobacco, 
and so on, as well as coughs, are apt to centre about these 
points. It is there that Wolf most frequently finds very small 
melanotic lymph nodes which, even at a very early stage, 
are tuberculous. Sooner or later a minute pCTforation into 
the bronchus takes place, into which the melanotic contents 
of the little node are discharged ("Pigmentdurchbruch")- 
The lymph nodes on the down track toward the bilus of 
the lung, and of the hilus itself, become enlarged in the 
course of the process. It is Wolf's contention that these 
little melanotic lymph nodes are apt to be tuberculous; that 
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when penetrating into the bronchus or developing at the 
root of the lung they act as a chronic irritant at the locali- 
zations most exposed. This "Pigmentdurchbruch,"' Wolf 
claims, is sufficient, in persons hereditarily predisposed, to 
Btart the development of malignant growth. This malignant 
neoplasm then proliferates in the bronchus first affected, 
travels along the ramifications of the bronchial tree, pene- 
trates into the lungs, and forms more or less extensive timiors. 
Thb theory of Wolf has been the subject of some discussion, 
but has not been generally adopted. The presence of the 
tubercle bacillus or any active tuberculous process has never 
been definitely demonstrated in these minute lymph nodes 
or their further development. He finds, out of the thirty- 
one cases which he reports, eleven cases which exhibit, not 
cicatrized and inactive, but mostly fresh and active tuber- 
culous processes, by the side of indubitable primary malig- 
nant neoplasms in the lungs. This, however, does not suffice 
to prove his ingenious theory. 

That carcinoma does occur on various cicatrizations, 
especially of ' the skin or mucous membrane, is a fact. It is 
only necessary to refer to the carcinoma on lupus, previously 
mentioned in this connection, on ulcer of the stomach, on 
leukoplakia, gall bladder, etc. This form of precancerous 
affection evidently is not concerned in lung tumors, unless we 
except the theories of Wolf, just briefly outlined, or of some 
other authors, who find in tuberculous cicatrizations or 
tuberculous ulcers a formative irritant for the development 
of carcinoma. 

An attempt has been made to obtain some knowledge of the 
duraUon of carcinomatous disease from Table I. Reliable 
values are, however, not easily obtainable, and it is possible 
to give only an approximate and very defective notion of the 
duration of primary carcinoma of the lung. The reasons for 
this are obvious. Many authors neglect to give any data 
from which the duration might be deduced, and the patients 
themselves are often so little self-observant and so careless 



■ Thu "Pigmentdurchbruch," e 
atntMl only a ain^ time. 



I for aa the writer knowa, hu bMO demon- 
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<rf thcnr physical conditkKi that they sedc medical ud long 
after the first appeamnoe iA synqitoms, the date ai which, 
therefore, can no longer be fixed, finally, the first a;ppeai~ 
ance (A syn^itoms does not Deceesaiily coincide with the 
banning of the disease. Among the 374 cases tabulated in 
Table I, there are no means of calculating the duraticoi in 
230 casee. The l(mgeBt duration ^ven is five years, the 
ahcHteet two weeks.^ 

>Ptf deUili, 
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PATHOLOGY 

rpHERE is an old aphorism saying that those organs 
*■ most disposed to secondary tiimors are least disposed 
to the fonnation of primary neoplasms. The lui^ are 
undoubtedly a favorite localization for secondary tumors, 
but primary neoplasms are by no means rare. All the types 
of tumors represented in the onkology of other organs may 
also be found in the lungs. 

The gross appearance is not uniform or characteristic. It 
differs according to the peculiarities in each individual case. 
For carcinoma of the lungs, the older writers distinguish 
only between encephaloid, or what they called medullary, 
cancer ("Markschwamm" and fungus ha>matodes) and the 
infiltrated form, the names being given merely to indicate 
external differences. Jaccoud ' mentions that primary cancer 
of the lung is nearly always of the encephaloid variety and is 
seen either "en masse" or in a more infiltrated form. He 
considers the "cancer en masse" as the more frequent. It is 
Dot easy to determine just what kind of timaor, — sarcoma 
or carcinoma, — Jaccoud had before him. A much greater 
variety in gross appearance of this class of tumors is now 

One form that occurs occasionally is that of a single 
noduie, usually qmte small, surrounded perhaps by a few 
minute miliary nodules deeply buried in the lung tissue of one 
lobe, producii^ only very slight or possibly no symptoms 
during life, and as a rule discovered by mere accident at 
autopsy. These cases are rare. The writer has seen two. 

There is the so-called miliary form of carcinosis, which in 

' Jaccoud, Le^ns de CUnique ni^icale, 1871-72, p. 4S4, Cancer de pou- 
moo; TniU d« patbologie interne, Vol. 2, p. 120. 
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the gross resembles very nearly an eruption of miliary tuber- 
cles.' There is perhaps this difference, that the Uttle nodules 
are somewhat larger than the tubercles and have not the 
peculiar grayish translucent appearance, but are more whitish 
and generally distributed along the lymphatics.* The reader 
is referred, for a history and description of the acute miliary 
carcinosis in general, to J. Wolff.* As for the lungs, there 
seems to be no doubt that a miliary carcinosis actually exists, 
as Rokitansky* and Elisberg'' hold, but it is probable that 
these cases are not always primary. It is very much more 
likely that they arc secondary to some small tumor that — 
possibly owing to lack of symptoms, possibly because bidden 
away in the deptlis of some bulky organ — was not detected. 
The nodvlar form of primary carcinoma of the lung as a rule 
involves in its beginnings only a portion of one lung, while 
metastatic carcinomatous nodules in the lungs are apt to be 
distributed throughout both lungs. The nodules are found 
of varying sizes, from that of a cherry pit or walnut to that 
of an egg, small apple, or even a human fist. They are not 
usually confluent, but are separated from each other by 
lung tissue. The boundary between the tumor and the lung 
is sharply defined. As the process continues, the lung tissue 
intervening between nodules often becomes involved in 
secondary inflammatory and degenerative conditions, and the 
nodules, as they increase in size, may merge one into the 
other. Jaccoud,* and since his time others, have been of 
opinion that cavities and breaking down of tissue within 
these nodular carcinomata do not occur, or at all events 
are very rare. On the contrary, however, the material col- 
lected in Table I will show that the formation of irregular 
cavities, especially in the larger nodulated tumors, is a 
common occurrence. The gross appearance on section of 
these nodules varies according to the kind of tumor and the 
condition in which it happens to be, and it is therefore not 

' This form was first described by Demme, Schweix. Monalschrift f, 
prakt. Medirin, Jahrg. Ill, 1858. No. VL 

•Conf. Wunderlichs Arehiv., 1857. 'Table I, No. 80. 

• Log. cit., Vol. II. pp. 398 B. • Loc. dt. 

* hoa. cil., 1856, VoL I, p. 255. 
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possible to present a uniform and generally applicable 
description. One may be sure, however, that besides the 
usual grayish-white or yellowish or pinkish-white tumor 
material there may be found pathologically altered bronchi 
and vessels, bronchiectatic dilatations, and, as has been 
said, occasional cavities. The cavities have ragged, irregular 
walls, consisting of tumor. Stumps of vessels and bronchi 
often protrude into them from the walls. The cavities 
usually contain detritus from tumor material, old or fresh 
blood, mucus, and so on. 

The infiUraliiig form. This form is very coojmon. Sepit- 
rate nodules, large and small, are rare. The tumor, usually 
starting from a bronchus, penetrates the bronchial wall and 
infiltrates the lung along the bronchial as well as the venous, 
arterial, lymphatic, and even nerve ramifications,' This 
type is subject to many variations, according as the infiltra- 
tion happens to proliferate mainly along the preformed track 
of the bronchial ramifications or extends down to the root of 
the lung, involving not only larger bronchi but also the bron- 
chial, tracheal, and mediastinal glands. It thus forms, besides 
extensive pulmonary infiltrations, considerable masses of 
tumor at the root which, in their effect upon larger bronchi, 
trachea, large vessels, and other mediastinal oi^ns, cause 
bronchiectatic dilatations, atelectatic areas, even gangrene, 
in the lungs, and all those s^'mptoms, to be discussed later, 
which pertain to intra-thoracic growths in general.* 

There is another type of infiltrating tumor affecting only 
a portion of a lobe. This starts as a rule from smaller bronchi 
or bronchioli ; the infiltration is sharply defined against the 
normal lung tissue, and is so dense that within the region 
of the ttmior scarcely any lung tissue can be found. The 
entire area is taken up by timior in which only a few arteries 
and veins and some slight dilated bronchi are ■visible.' 

In Plate 2 the destruction of almost the entire lung, from 
top to bottom, is well shown. There is Uttle healthy lung 
tissue, for nearly the entire lung is gone and the pulmo- 
nary tissue replaced by tumor, at first creeping along and 
> StiUiog, Table 1, No. 310. ' Coof. Frontiapieoe. ■ PUU 1. 
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infiltrating the lung tissue, then degenerating and breaJdng 
down into cavities, etc., as described. 

The gross forms thus far described apply in general only 
to carcinoma of the lungs. The rare cases of sarcoma 
may assume similar macroscopic forms and it will then 
become dif5cult to distinguish sarcoma from carcinoma with- 
out the aid of the microscope. There is one gross form, 
however, that is, to all intents and purposes, peculiar to 
earcoma. This form appears as very large tumors with 
fairly homogeneous structure, sometimes cont^njng cavities, 
but comparatively rarely, and never when the tumor is a 
lymphosarcoma. These growths may become so lai^e as to 
occupy the entire half, or more, of the chest. That portion 
of the lung which is not destroyed and replaced by tumor 
remains as a mere shell aroimd this growth. Heart, dia- 
phragm, mediastinal contents may be extensively displaced. 

This very brief and necessarily incomplete sketch of the 
mere gross appearances will suffice to show how varied and 
complicated, how difficult of interpretation, are the post- 
mortem pictures presented by lung tumors. Sometimes 
the picture as seen by the naked eye cannot be recognized 
as timior at all, and the lesions as shown at autopsy will 
be interpreted as inflammatory or degenerative processes, — 
for instance, as chronic, indurative, or pneumonic lesions. 
It follows from this that at every autopsy, even at those 
where there is no reason to suspect the presence of tumor, a 
microscopic examination according to modem methods is 
necessary for every portion of the lungs that does not appear 
absolutely sound and healthy. 

Passing from the macroscopic to the microscopic study 
of primary malignant neoplasms of the limg, manifold 
difficulties in determining the histological structiire of the 
tumor, its interpretation and classification, are encountered. 
As the simpler group of these tumors, and presenting fewer 
of these difficulties, sarcoma will be first discussed. Hertz' 
goes so far as to deny the existence of primary sarcoma of the 
lung, claiming that every sarcoma found in that oi^an is 
■ Neubiiduogeo det Luogcn in Ziemaaeus Handbucb, 1874, Vol. 6. 
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secondary. It must be admitted that primary sarcoma of 
the lung is a great rarity. The writer has not had the 
good fortune to observe a single case. Nevertheless, it has 
been attempted here to show that the relation of primary 
sarcoma of the lung to primary carcinoma of that organ does 
Dot differ from the relation which sarcoma bears to carcinoma 
in general.' This conclusion is based on a collection of ninety- 
four cases from the literature on the subject, ninety of which 
have been listed in Table II. It is quite possible that a num- 
ber of those set down as doubtful in Table III are genuine 
sarcoma. It is possible also, and very probable, that a 
great many cases have not been recognized and therefore not 
recorded.* As more attention is paid to this subject, reports 
of cases are published in greater number than would have 
been thought possible some years ago. It would have been 
easy to increase the niunber of cases on Table II to more 
than one hundred. AU this shows that the belief in the 
extreme rarity of sarcoma has been somewhat exaggerated. 

It has been shown above that the gross pictures presented 
by sarcoma may differ so slightly from those offered by 
carcinoma that microscopic examination alone would serve 
to differentiate between the two. It may, however, be said 
roughly that sarcoma has a greater tendency to spread 
toward the root of the lung, and involve from there the 
mediastinal lymph nodes and other organs, than has carci- 
noma. Melanotic sarcoma is extremely rare, — there is, in 
fact, some doubt in the writer's mind that it occurs at all. 
The dark anthracotic pigmentation of lungs and bronchial 
glands, pathologically more prominent perhaps, may erro- 
neously lead to the suspicion of melanosis. The very large 
and massive tumors occupying a great portion of the chest 
have just been referred to. They are occasionally subject 

■ Aoeording to WilliuuB (Ion. cit., p. 377), 54.5% of all tumors aiv car- 
ClDomA, 9.4% Htreomft, 24.7% non-malignant, and 11.4% cystA. Tb««e 
Ggurea COTroborate the above Btatemect. 

* A quotation from Menetrier (Lubin, Th^ec dc Paris, 1909, Coolributiong 
i I'Etude du Sarcotne primitif du Pouinon] eeeme apt eiiouKh in this oomieo- 
lion: "Lb cancer n'eflt pas une forme morblde primitive; c'est un aboutiseutt 
d'itata pfctfaolo^uee multiple, ant^rieiUB ct pr^paratoires." 
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to osseous and especially to calcareous degeneration. * A 
scrutiny of Table II shows that about half of the cases 
tabulated are of this massive type. Between these and the 
more infiltrating forms there are, of course, all manner of 
transitions. An especially interesting case came to hand 
after the Tables were finished. In this case the entire left 
half of the chest was filled by a voluminous mass, dislocating 
the heart, impinging on the right lung, and depressing the 
liver. I'lie left lung was ahnost completely replaced by a 
huge tumor which pushed the remnants of the pulmonary 
tissue upward. The tumor contained a cavity in the midst 
of soft tumor material. The duration of the disease was 
almost three and a half years.* A most interesting case, 
also, is that reported* of a male thirty-three years old, who 
entered the hospital in July, 1896. He had been sick since 
the previous December with cough, ha;moptj-ses, pains in 
right chest, and in addition bronzed skin and bluish sclene. 
In February, 1896, he was seized with a severe pain in the 
right leg, especially in the knee, which lasted until death. 
The entire right side was more painful than the left; no pig- 
mentation in the mouth ; percussion absolutely flat over entire 
right anterior chest, and resistance much greater than normal; 
some cavernous breathing below the right clavicle, otherwise 
absolute silence over the whole right posterior lung; sputum 
contained nothing characteristic. The autopsy showed an 
enormous sarcoma of the right lung, many metastases of 
liver, pancreas, etc. Microscopically, a giant celled sarcoma 
of mixed type. A diagnosis of primary tumor of the lung 
had been made during life, but at autopsy the authors 
were inclined to consider the lung tumor secondary and 
the tumor in the femur as primary; in the first place on 
account of its microscopic structure, — the mixed giant 
celled sarcoma, — the giant cell being more common in 

'ChUri, Table III, No. 4. 

* Hcilbron rt Seiuy, Sarcome priroitif du poumon, Bull, et M^m. de 1q Soc. 
Anatom. de Paris, Anii^ 85, No. 7, p. 768. 

■ Packard and Steele, Caae of Sarcoma of llie Lun|^, with eyroptoins of 
AddiMm'a diseaae with iovolvemvnt of Buprarcnal cupsulce. Med. Neno, 
,3»7, No. 11. 
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bone; furthermore, the advanced condition of degeneration 
in the femur beyond that of the lung. For this reason the 
authors claim the tumor in the lung as secondary. This 
may be correct, but the true facts cannot be obtained with 
certainty. If it is secondary in the lungs, we have the very 
unusual, as far as the writer knows, the unique, occurrence 
of a secondary sarcomatous deposit involving only a single 
lung and assuming such huge proportions as almost to occupy 
the entire lung. It might be interesting to refer here also to 
a publication by Eckersdorff.' According to his statistics 
1.5 per mille of all autopsies are primary sarcoma of the 
lungs. Eckersdorfif finds up to the year 1908 only four 
cases of primary sarcoma of the lungs. He publishes two 
cases, one of a man fifty years old living rather a wild life. 
In November, 1902, in joke, a friend gave him a blow 
between the shoulder-blades which led to a strong desire 
to urinate. Next day he felt still much affected, but on 
second day entirely well again. Soon thereafter he b^an 
to be hoarse, had pains in region of heart and intermittency 
of pulse. The most interesting part of the later history 
is the rapid change when, after considerable dyspnoea, 
irregular and rapid pulse, urine without albumen, enor- 
mous thirst, the patient would suddenly get better. It 
was not imtii late in the course of the disease that total 
dulness of left lung with abohshed breathing sounds was 
discovered. This dulness disappeared tiuickly with the 
exception of one place. Later on there was a sudden dis- 
appearance of the pains. Death February 7th in collapse. 
The diagnosis during life was: probable neoplasm in the 
lung. The anatomical diagnosis, an annular carnnoma 
of the left main bronchus with obstruction of this and the 
formation of metastatic deposits in the IjTuph nodes and 
on the heart, cedcema of both lungs, pneumonia of the left 
lower lobe, and dilatation of both ventricles of the heart. 
Microscopical examination showed that it was not a car- 
cinoma, but a sarcoma of small round cell type. The 

'Zw(4 TiSe vou priroSreci Sarkom dcr Ltmgc, Centrnlbl. (. allg. Palh., 
Vol. 17, 1006, p. 365. 
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histogenesis caimot with certainty be determined. The 
author thinks that the connective tissue of the bronchial 
mucosa is the place of origin. He does not express a 
positive opinion as to the causal effect of the blow. In 
a second case the origin is referred to the interalveolar 
septa. The author expresses the hope that in future the 
sputum may be studied more carefully in such cases. 

Another case which appeared after the Tables were finished 
may be mentioned here, though not a sarcoma, the interest- 
ing feature of it being the observation of the blood. Hsemo- 
globin is not mentioned, but in the first blood count the 
red cells are reduced to 3,886,100 and the leucocytes are 
increased to 19,840, of which the polynuclears are seventy- 
nine per cent. A second blood count also does not give 
the hEcmoglobin, The red cells have dropped down to 
2,926,400, the whites have increased to 24,800, and the poly- 
nuclears are now eighty-six per cent. A large tumor is 
found with cavities supposed to involve the larger bronchi 
and the hilus. The microscopical analysis shows a cancroid. 
Origin from the bronchus is nevertheless assumed. 

The frequent occurrence of primary sarcoma of the lungs 
in the form of huge and ponderous tumors is also corrob- 
orated by Duran.' Schech» states that when in the right 
limg, the favorite seat of the tumor is the upper lobe, while 
in the left lung the favorite seat of tumor is the lower lobe, 
and that he has seen the tumor primary in both lungs only 
I twice. Looking over Table II in regard to this point, one 
rvill find that there is no such difference, but that tumor in 
I the right upper or left lower lobe, and the converse, occurs 
with equal frequency. There are five cases cited in the 
Table where both lungs are affected. The duration of 
sarcoma of the lungs does not seem to differ very materially 
&om that of carcinoma. There are fifty-two cases out of the 
ninety in Table II from which some approximation as to 
thrir possible duration may be reached. Among these fifty- 
two, the shortest period of duration is one month and the 
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longest six years, the average being about four and a half 
months, as compared to that of carcinoma, the average for 
which is two and a third months. It is evident that these 
averages have no real significance, and the only legitimate 
deduction from the figures is that primary carcinoma and 
sarcoma of the lungs are of indefinite duration, running at 
times a very rapid com^e and again assuming the character 
of chronic disease and lasting for many years.* 

The histology of primary sarcoma of the lungs offers in 
tiie main nothing peculiar or characteristic, but practically 
corresponds with the histology of sarcoma of other organs. 
It has been said* that the spindle cells occur more frequently 
than any other type of cell. Examination of Table II in 
regard to this point shows only sixty-eight cases available, 
as in the remaining twenty-three there was no clear state- 
ment as to the character of the cells. Out of these sixty- 
eight cases just half were of the typical uncomplicated 
round celled variety, fourteen only were spindle celled, 
seven uncomplicated lympho-sarcoma, and there were also 
a few mixed tumors, such as lympho-sarcoma with small 
round cells, with spindle cells, etc. It seems, therefore, that 
round celled, and not spindle celled, sarcomata are by far 
the most frequent. Occasionally, giant cells are found.' 
There are found, also, the usual combinations, such as 
myxo-sarcoma, fibro-sarcoma, and others; various degenera- 
tions, as mucoid, colloid, more frequently fatty, and also 
calcareous and osseous, attributable principally to the 
stroma; occasionally there are cystic forms. 

The histogenesis is still obscure. It seems certain that 
a great many of the pulmonary sarcomata take their origin 
from the root of the lung, probably in one or the other of the 
smaller or smallest of the peribronchial glands, growing from 
there, as mentioned before, along the track of the bron- 
chi, and at an early period penetrating a larger or smaller 

' For furtho' details regarding duration of primary sarcoros of lunge, see 
Appendix B. 

'Schech, loc. cit. 

• Packard and Steele, loc. cit. Also Colomiatti, Table II, No. )4. Also 
Klatun, Table IV, No. 10. 
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bronchus, obstructing it, and thus continuing in its course 
through the lungs, the tissue of which it destroys on ita 
way. It may also, it is said, penetrate through the pores 
of the septa directly into the alveoles. The lai^ massive 
tuniore almost invariably start at the MIus. It is assumed 
by many, though not yet conceded by all, that sarcoma may 
develop from the intcralveolar septa in the lung itself. The 
septa, at one or several spots becoming sarcomatous, may 
eomproBH the pulmonary alveoles and fiU with tumor materia! 
what 18 loft of the air-vesicles, thus forming nodules of vary- 
iuK Hizo wliich, again merging into similar nodules, ran form 
conHiderablo tumors. The lung tissue in the immediate en- 
vironment of tlioso nodular timiors is usually quite healthy, 
or evidences only minor changes. Microscopic examination 
itiuy dhow remains of septa or the latter may have lx>en de- 
Htroycd altogotlicr. As a rule there is no open communication 
with the bronchua, but bronchial remnants are seen within 
the tumor. In some instances the sarcomatous tissue does 
not completely dontroy the septa, so that the alveolar struc- 
ture in some plac(!8 at leaet remains distinctly visible. The 
uir-vosiclcs are tlicn filled with a mass of polj'morphous 
cuUh whi(;Ii, ucRording to the individual bias of the observer, 
may pass cither for epithelial cells or for deformed sarcoma 
(round) cells or fur endothelial cells. The dispute concerning 
endothelium will bo touched upon later. For the present 
it may bo uaid that somo authors consider the endothelium 
to play a considerable role in the histology of sarcoma, and 
Hurkhardt,' afUtr extensive researches, thinks that sarcoma 
and endothelioma are not to be separated from each other, 
inasmuch as every sarcoma, besides the proliferating cells 
of the connective tissue, contains a greater or less proportion 
of endothelia of the lymph spaces as well as adventitia cells. 
All sarcoma are, therefore, according to him, more or less 
endothelioma, and only according as the connective tissue 
colls or the endothelia react stronger do the various types 
stand out. This is, of course, a very extreme point of view 

' Sorkomc und FaJothdiome ruch ihrem path.HUutom. nnd klin. Vtf- 
btlteo, Dnuifl Bdtr. t. klin. Cfair. 30, 1902. 
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and will have to be discussed later when endothelioma 
is touched upon. The microscopic picture often speaks 
for this theory, as it presents distinct alveolar structure 
with much enlarged septa consisting of spiodle cells and 
alveoles filled with polymorphous cells. It is this type of 
tumor that probably comes under the head of what Virchow 
termed carcinoma aarcomatades.' The case of Weichselbaum * 
seems to be a true adeno-sarcoma. Is it not possible that 
this kind of tumor resembles those produced experimentally 
by Ehrlich and his school, in which the stroma of a carcinoma 
was ultimately converted into genuine spindle or round 
celled sarcoma? 

Carcinoma. The epithelium found in the lungs (lungs 
being taken in the broader sense and including the bronchi) 
consists of cylindrical epithelium, ciliated as well as not 
ciliated. The ciliated cells form the fining of the mucous 
membrane of the larger bronchial tubes. As with continued 
dichotomous division the branches of the bronchial tree be- 
come smaller, so the high ciliated cells become lower, the 
cilia gradually disappear, and the very smallest bronchioles 
are simply lined by a small, low, cuboid epitheUum without 
cilia. The bronchial epithelium in the minutest bronchioles 
is by gradual transformation changed into the respiratory 
and alveolar epithelium. In the adult this consists of 
flat, squamous cells resembling endothefium. They line 
the septa and the pulmonary alveofi. The endothefium 
itself, those ceUs which form the inner coating of the lymph 
vessels and spaces, must be presently considered somewhat 
more in detail, as it is still a subject of dispute. Cylindrical 
epitbeUum is also found in the bronchial mucous glands. 
This has no cilia and differs in no way from the ordinary 
cyUndrical cell as found in glands. 

Considering only the very limited group of cells that 
contribute to the structure and formation of the carcinoma 
of the lung, it is often surprisingly difficult to distinguish 
the kind of epithelial cells that make up the tumor, and its 

' Bfihme, M., Primftree Sarco-Carciiiom '^er' FlAira, Virciii'wa^rchiv./ 
Vol. 81. 1880, p. 181- ■' lablb m, No. M.' ' i- " : ■ ■ 
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structural peculiarities, and to understand the histogenesis. 
The enormous plasticity of the epithelium, the influence 
which territorial limitations, intense proliferation, pressure 
upon each other, and various other intra- and extra-cellular 
changes bring to bear upon the cells, — all these features 
conspicuously increase the difficulties. It may really 
appear at times as if there were no specific kinds of epithe- 
lium, but that the epithelial cell, according to merely 
extrinsic conditions, might assimie any form, cylindrical 
cells being transformed into pavement cells, pavement 
cells into homy pearls, etc. One is frequently at a loss to 
decide whether, in the section before him, the cells are of 
epithelial or connective tissue origin, whether it is a carci- 
noma or a sarcoma. Frankel, in the discussion of Simmond'a 
paper,' states emphatically that great difficulty is often 
experienced in distinguishing between carcinoma and 
Barcoma, owing, on the one hand, to the alveolar structure 
of the lung simulating carcinoma, and on the other hand to 
the almost limitless proliferation and change of form of the 
epithelia suggesting sarcoma. A good example of this is 
shown in Plate 3. Here the cells are so crowded, the prolif- 
eration is so rapid, that it would be impossible at the spot 
photographed to make any other diagnosis than that of a 
small round-celled sarcoma. No one would easily believe 
that these cells are mere transformations of epithehal cells 
and that the tumor is a true carcinoma. Plate 4 shows the 
same section with a higher power. One sees a great variety 
of polymorphous cells, some of which resemble epithelial, 
others sarcoma cells. In one spot a mitosis is plainly to be 
seen. Plate 5 is a section of the same tumor from another 
place, photographed with a moderate magnification, which 
plainly demonstrates the alveolar structure, the typical 
stroma, and in several places undoubted epithelial cells. 
There can be no hesitancy in calling this tumor a carci- 
noma. Plate 6 is a section from the kidney of the same 
patient, photographed with high power and showing most 

AU1}U ^\i Bu^lo^eii^^iaiilf. l^B«^iikrebec8, Mun. Med. Wocfa., 18Q6, 
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beautifully a few undoubted epithelial cells just after their 
entrance into Bowman's Capsule. This picture may serve 
to remove all possible doubt as to the true nature of the 
tumor. 

The various well-known types of carcinoma are all repre- 
sented. The carcinoma simpkx. Plate 7 is a good illustra- 
tion of this. The alveolar structure is very plain, the alveoles 
varying in size, lined with cuboid or cylindrical cells and 
filled with polymorphous cells jumbled together, compressed 
out of shape and partly degenerated (homy, mucoid, colloid, 
fatty degeneration, etc., are frequently met with). The 
stroma is usually rich in cells and here and there a lymph 
space filled with epithelial cells is seen. It is very interest- 
ing to note in the picture a tolerably large alveole projecting 
its epithelial material directly into a lymph vessel, Plate 8 
shows the typical glandular carcinoma without any distinc- 
tive features, and consisting mostly of fiat and cuboidal 
epithelial cells with very Uttle stroma. In this section there 
is nothing to suggest the origin of the tumor from the lung. 
Plate 9 shows the same form of carcinoma with smaller and 
more plexiform alveolar structure, more voluminous and 
firmer interstitial tissue, and a very plain demonstration of 
the infiltration of lymph vessels and spaces from the alveolar 
contents. In Plate 10 is shown a good example of a can- 
croid with the characteristic homy epithelial pearls. The 
basilar lining of cuboid cells is in this section not very 
plain. 

The cylindrical celled carcinoma. Plate 11. The cells are 
not ciliated. The alveolar structure is evident, the alveoles 
varying in size. The larger ones are about the size of a 
moderately large bronchus, and it is obvious that they are 
formed by the confluence of a number of smaller alveoles. 
The contents of these larger alveolar spaces, sometimes sug- 
gesting small cavities, consist of cellular and mucous detritus 
and scattered epithelial cells in various stages of degenera- 
tion. The stroma between the alveoles generally consists of 
rather soft connective tissue containing moderately abun- 
dant connective tissue cells. This form of carcinoma, occur- 
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ring as it does quite frequently, is considered by many 
pathologists to be the typical, if not the only form, in 
which carcinoma occurs in the lungs. It is demonstrable 
that this type of tumor develops from the cells of the 
bronchial mucous glands. That this is so was first shown 
by Langhans,' whose views were widely accepted.* In 
Rate 12 there is seen very clearly to the right of the pic- 
ture a dilated bronchus with mucoid detritus in its interior 
and a partially detached epithelial lining. In the middle of 
the picture are shown the bronchial epithelial glands, the 
majority of them unchanged, others just at the beginning 
of carcinomatous proliferation. Toward the left are some 
alveoles lined with cylindrical cells and the transition from 
proliferating bronchial mucous glands to carcinomatous 
alveoles is clearly perceptible. Plate 13 illustrates similar 
conditions. The bronchial cartilage is in parts destroyed 
and there are similar carcinomatous degenerations as in the 
preceding figure. Some of the alveoles, evidently originat- 
ing from degenerated bronchial mucous glands, contain carci- 
nomatous epithelium, not typically glandular, but exhibiting 
the usual character of pavement epithelium. 

Carcinoma may also develop from the surface epithelium 
of the bronchi. It is still a matter of some dispute what 
kind of cells are characteristic of this form of carcinoma. 
It is thought by competent authorities that the surface 
epithebum of the bronchi develops a carcinoma of alveolar 
Btructure with polymorphous and polyedric cells that are, 
in the great majority of cases flat, but sometimes varyii^ 
numbers of cylindrical cells are mingled with them. Such 
forms of carcinoma are exemplified by Plates 8 and 9. It 
was contended by some* that the carcinoma just described 
might develop from the bronchial mucous membrane, but 
might also take its origin from the flat epithelium of the 
pulmonary alveoles. This contention caused considerable 



' Virch. Arch., Vol. 53, 1871, p. 470. 

• Cbiari, Table I, No. EI; Ebet^in. Table I, No. 75; StilliDg, Table I, No. 
310. and others. 

■ Ehricb, Tablr I, No. 77, aod athtn. 
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discord among the few pathologists who studied the subject. 
A number of these without hesitation considered every pul- 
monary carcinoma, where they found flat polyedrai epithe- 
Uum, as necessarily derived from the alveolar -cells. A 
little closer study showed the untenable character of these 
theories. It is unnecessary to enter into all the details of 
the discussion. Some considered the flat epithelium in 
pulmonary carcinoma extremely rare, others considered it 
very frequent. Frohlich,' for instance, found it twelve 
times among sixteen casee. According to the statistics of 
Watsuji,* 32.2% of all pulmonary carcinomata are of the 
pavement cell variety. There is, however, no evidence that 
these carcinomata develop from the pulmonary alveoles. 
On the contrary there is considerable evidence against the 
supposition. It is now held that carcinoma starting from 
the pulmonary alveoles is extremely rare, and some go so 
far as to deny its existence altogether. Marchand and hia 
pupils ' succeeded in demonstrating beyond doubt a tumor 
starting from the alveolar respuatory epithelium. The 
tumor in question would hardly be recognized as tumor by 
the naked eye, but rather suggested the opaque and som^ 
what translucent tissues as they occur in chronic broncho- 
pneumonia, and the structure as shown by the microscope 
was a great surprise. It was found that the tumor was 
made up of cylindrical cells with more or less of a papillary 
arrangement. As the respiratory epithelium in the embryo 
is of the cylindrical type, the occurrence of cylindrical cells 
in these growths is not surprising. The tumor is probably 
congenital. Plate 14 shows a section of this sort of tumor, 
in which remnants of alveolar structure, with somewhat 
irregular but nevertheless recognizable high cylindrical 
cells, can still be traced. There are perfectly clear patches 
showing papillary arrangement. 

Neglecting in this place all further detail, it may be 
briefly stated that it is at present the common consensus of 
opinion, and probably justly so, that the great majority of 



•T«blel, No. S8. 



■ ZeiUchr. f. Krebeforsch., Vol. I, p. 445. 
' KreUcluner, toe. ciU 
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of the hmgB devdop from the bronchi, 
and that a caneer of the hmg is, taken strictly, a bronchial 
caicimMDoa; that, on the other hand, a cardnoma starting 
from hmg tissue itsdf occurs, but is extremdy rare, and 
is built up, not ct flat, but of cylindrical einthdium. 
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A NY attempt to work out the histogenesis of lung tumors 
■**■ leads at once to troublesome questions concerning 
epithelium, metaplasia, and other fundamental problems 
about which there exist great differences of opinion in the 
pathological world. It may be said at once that it is gen- 
erally impossible to detennine the histogenesis of a fully 
developed lung tumor and it rarely or never happens that 
we meet with a tumor so small that its very begimiings can 
be clearly seen. Even the close study of the growing edges 
of the tiunor will give no satisfaction, and any certainty 
with regard to the histogenetic origin of the majority of lung 
tiunors must, for the present at least, be given up as hope- 
less. Turning to epithehum, it is at this moment practically 
impossible to say what "epithelium" really means and what 
its relations are to other kinds of cells, especially to endo- 
thelium. The literature on the subject of endothelium and 
its relation to tumors, as well as to acute and chronic inflam- 
mations in adult tissue and its embryonal history, is really 
enormous, and no attempt at even a sketch can be made 
here. The work of Borst' in his large treatise on tumors, 
and his several other separate publications,' and the critical 
compilations of Monekeberg,' go deeply into the question 
of endothelioma, while Volkmann,' and before him Kolaczek,' 
have done fundamental work in the study of these tumors. 
Leaving this mass of literature to those specially interested, 
it is important to arrive, at the very beginning, at some un- 

' Lebre von den Gcechwulsten, Wiesbaden, 1902. 

■ Daa Vethallen der Endothelien, Wariburg. 1897. and others. 

*LubancIi, Erg^boiBse, 10 Jahrg., Wieebftdeo, 1006. 

• Dent. Z'techrift r. Chir., Vol. XLl, 1895. 

* Deut. Z'uchri/t f. Chir., VoIh. IX had XIII, 1878 iwd 1S80. 
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derstanding of the nature of epithelial cells. It is generally 
accepted that epithelium assumes various forms differing in 
morphological structure and in physiological function. The 
forms recognized by all are: (1) cylindrical epitheliuin, which 
is differentiated into several species: (a) endowed with cilia 
upon which certain physiological motor functions depend, 
and (fc) without cilia, dispersed in a single layer or in several 
strata, serving as an inner coating to numerous hollow 
oi^ans, and lastly, (c) glandular cylindrical epithelium, to 
which are allotted duties of secretion and excretion; (2) flat, 
squamous, or pavement epithelium, arranged either in single 
layers or in numerous strata and modified in its morpho- 
logical structure according to the physiological function 
which it is called upon to perform. The lining of numerous 
internal organs consists of this type of epithelium. The 
epidermis which protects the surface of the entire common 
integument is in the main built up of such cells, specially 
differentiated as to their structure and chemical constitu- 
tion (kerato-hyalin, intra-cellular structiu-e, and protoplas- 
matic bridges). No further detailed description of epithelial 
cells is necessary. Until very recently it was accepted as 
a fact that the three germinal layers were the dominant 
factors in the histogenesis of all the tissues and organs in 
intra- as well as extra-uterine Ufe. All the epithelium that 
was needed for the viscera of the chest and abdomen was 
supposed to be funiished by the entoderm. The epithelium 
of the common integument and of several other organs 
closely connected with the outer surface is referred to the 
ectoderm. There is besides this a certain class of 0at cells 
bearing nearly all the hallmarks of genuine flat epithelial 
cells, which are universally found in the body as a lining 
of the great lymphatic cavities (pleura, peritoneum, etc.). 
The inner coat of the arteries and veins and the perivas- 
cular lymph spaces, as well as all lymph spaces throughout 
the body, are lined with this peculiar epithelium. Its origin 
b said to be from the mesoderm, the mesoderm being the 
third germinal layer, from which the fibrous and connective 
tissue, the bones, cartilages, elastic fibres, etc., — aptly 
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called by the Germaaa " Stiitzgewebe," — are said to origi- 
nate. These cells just mentioned as coniing from the meso- 
denn could not be classified as genuine epithelium and 
were therefore called by His endotheUum. They showed, 
on the one hand, close connection with the connective tissue 
cells, with which, indeed, they have much in common, espe- 
cially the property of forming fibro-plastic cells. There 
are many tumors that are supposed to be developed from 
the endothelium and are therefore named endothelioma. 
These are usually non-malignant, but there are also malig- 
nant forms of endothelioma. Borst and his followers have 
also not infrequently found endothelioma as a primary 
malignant neoplasm in the lung. The writer himself' was 
at one time convinced of the occurrence of primary maUg- 
nant endothelioma in the lungs, but has since been forced 
to change his opinion. 

At the present writing opinions as to the embryonal 
development of the so-called endotheUum are extremely 
perplexing. The doctrine that the endothelium, as well 
as the connective, osseous, and other specific elements, 
are derived from the mesoderm, is becoming more and 
more discredited. Hertwig* derives the mesoderm from 
the primary entoderm, and according to him, at a very 
early stage independent mesenchym germinal cells emigrate 
and proUferate in the spaces between the ento- and ecto- 
derm, and thus form the basis for the development of the 
connective tissue substances and blood. Schultze,' on the 
other hand, derives the mesoderm from the ectoderm, and 
according to him nearly all the cells of the mesoderm possesa 
considerable mobility of their own, so that they wander 
through all the oi^ans developed from either of the germinal 
layers. It will be seen by these two quotations how unsatis- 
factory as yet the embryonal history of endothelium is. It 
will also be seen that embryology is tending more and more 



' I. Adlo', fUmsrliB on Primary Endothelioiaa of the Liing, Pleura, etc., 
Jounalot Medical Rewarch, VI. 1001. 

•O. Hertwig, Lehrbiich d. EnlwickliingBgeBchirhte, 1808. 

■ O. Schultie, GniDdrias der Entwickluopgeschichtc, Leipiig, 1S96. 
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toward giving up the mesodenn as a primary germinal layer 
and is depending more and more upon the ento- and ecto- 
denn, with only secondary and varying assistance from a 
secondary mesoderm. It is impossible to go further into 
details. Let it suffice to say that at present there is little 
doubt, though the various workers on this subject have not 
arrived at a uniform opinion as to what cells shoidd be classed 
as endothehum and what as epithelium, that there is a form 
of cell which may rightly be called endothehum, which occu- 
pies a unique position in so far that it lines the banks of 
seas and streams of fluid, where it is not only acting as a 
mere mechanical agent, but has certain other physiological 
properties which will be touched upon presently. 

Suppose the endothelium to be derived from the meso- 
derm and to be an integral part of the connective tissue 
system, it follows, and rather absurdly, that a tumor pos- 
sessing alveolar structure and cells, not to be distinguished 
from the true epithelial (carcinomatous) cells,^a neoplasm, 
in short, that acts altogether like a carcinoma, — must be 
classed among the malignant connective tissue tumors; in 
other words, must be called a sarcoma. Thus Remak, 
Thiersch, Billroth, and Waldeyer classed as sarcoma all 
tumors that develop in localities where nommlly no epithe- 
lium is found. This may in part be responsible for such 
designations as adeno-sarcoma, alveolar carcinoma, lympho- 
sarcoma, etc. Koster' does not employ the term "endo- 
thelioma," but assumes that all carcinomata take origin 
from the lymph vessels. Of late the opinion is gaining 
ground that the intimate structure of the tumor is not 
dependent upon certain phases of embryological develop- 
ment nor upon the morphological relations of the three 
germinal layers. It is held that whatever tumor possesses 
carcinomatous structure and behaves clinically as a carci- 
noma is a carcinoma, no matter whether its component 
epithelial constituents be derived from the mesoderm, the 
entoderm, or the ectoderm. In other words, it is said 
that, while the germinal layers are of utmost importance 
1 Die Entwjcklung der Caicinoioe uod Suoome, Woriburg, I8&0. 
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as regards differentiation, topography, and ultiniate devel- 
opment and function of the tissues, their influence to a 
great extent ceases when the organism is complete and the 
foetus is fully developed. Extra-uterine pathology should 
not be tyrannized over by embryology.' Klaatsch* also 
points out that the concept of a mesoderm is gradually 
disappearing and that the ectoderm is of paramount 
importance. He shows, moreover, the necessity of being 
guided in one's judgment more by the physiological 
requirements and functions than by the merely morpho- 
logical and embryological point of view. He demonstrates 
convincingly that the morphological character of cells may 
be changed to a considerable extent, consequent upon changes 
in the surrounding tissues, especially when gaps in the con- 
tinuity of the tissues are formed. He is totally opposed to 
a classification of tumors in their relations to the three 
germinal layers. It is to be noted that both functionally 
and physiologically the endothelium appears closely related 
to typical epithelium. 

It is not necessary to go into all the finer distinctions 
between endothelium and epithelium. It is best, in the 
opinion of the writer, to agree with Borst that there are 
tumors imdoubtedly taking origin from endothelium, and 
as the endothelium occupies a pecufiar position, on the 
one hand appropriating to itself some of the functions of 
epithelium,* on the other hand being intimately associated 
with connective tissue, even forming fibro-plastic cells, it 
is best to call these tumors by the special name of endotM' 
liomata. That there are malignant endotheliomata, we 
cannot doubt, such perhaps as the much discussed primary 
cancer of the pleura, concerning which there is still no unity 
of opinion and a lack of clear and sharp definition. This is 

' Marehand, Uber die Beziehuni;eti der path. Anatomie zur Entwicklungs- 
gMchiehte, beeonders dcr Keitnblattlehrc, Verhuid. Deut. Palb. Ges., U, 
1900, pp. 38 a. 

' CImt den jeliittcn Stuid der KcimblattfrBgo mil Rijcksicht auT die Patho- 
IdiJP, Mdnch. Med. Woch,, 1899, N. 6, p. 189. 

■ HaidMiliaiQ, Verhand. des X. internat. Coagrcsfiee, B«tI 1891, Vol, 11; 
* ) Archiv. 1. Physiol, v. Pflflger, Vol. K, 1891, and Vol. 66, 1894; also Orlow, 
, Adler and Meltier, MelUer, and othen. 
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shown by the various names, as for instance "lymphai^jitis 
carcinomatodes"' or "lymphangitis prolif erans. " * As to 
the lung, however, the writer has not as yet been so fortunate 
as to be able to diagnosticate an endotbelioma of the lung, 
though Borst and his pupils and others' have published a 
number of cases. 

If one believes, as does the writer, that these malignant 
tumors, carcinoma and others, grow not peripherically, 
but centrally, out of themselves, as it were,* then the 
mere fact of the lymph spaces and lymph vessels at the 
periphery of the growth being filled with endothelial cells 



> SchDtt«liiiB, Tabic I, No, 289. 

» A. Prftnkel, Ober primitren Endothellcrebs der Pleura, Berl. Klin. Woch., 
18G2, 21 uid 22. In this connection it might be well to mentioD the case of 
BoBtrCm (Du EndothelcarciDom, Diss. Erkogcn, 1876). It conuauB a remsle 
twenty-eight yeare of age who hod complained of no lung symptoms whatever, 
but who Buffered mmnly from the stomach, and the diagnoeis of ulcer of the 
Stomach was made. She died euddeoly from profuse gastric luemorrhage. At 
autopsy the ulcer of the stomach was found and carefully examined, by as high 
an authority aa Zenker, and no trace of anything that could be taken for car- 
cinoma was detected. Nevertheltss, besidea about half a litre of bloody serum 
in both pleural cavities without any adhesions of the lungs, there was extcnave 
oarcinomatous lymphangitis on the pleura of both sides and carcinomatous 
infiltration of the bronchial, tracheal, and retroperitoneal glands. Cases of 
carcinoma of the stomach with extensive CArcinomatous lymphangitis cover- 
ing the lungs have been frequently reported (Hilliarie, I'Union mM., 1874, Nos. 
£3, S4, ami 55; Fr&nttel, Charity Annalen, 1878, III, 306; Debove, Gas. 
Bebd., 1879, N. 43, p. 688). But in thc«e cases there was usually a con- 
spicuous primary carcinomatous nodule to be found in the stomach. In this 
case of Bostrom's we have a practically certain assurance that there was 
no carcinoma in the stomach. By means of very careful examination, the 
bronchial mucous glands, the bronchial and alveolar surface epithelium could 
be positively excluded, and the author, after most painstaking study, by means 
of serial sections of both pleura, comes to the conclusion that the pleural affec- 
tion has nothing whatever to do with the gastric ulcer, but is an independent 
carcinoma of the endothelium of the pleiu'al lymph veascb. 

' Wack, Ein sellener Fall von primftrem Endotheliom der Lunge, Diss. 
WOnburg, 1898; Klemm, Cber ein prim&res Endotheliom der Lunge, Diss. 
MUnchen, 1905; Bo8tr6m, Endothelcarcinom der Lunge, Diss. Erlangen, 187B; 
Caben, Diss. WUraburg, 1806; Neelsen, Deut. Arcb. Klin. Med., Vol. 31, 
p. 375. 

' Borrmao (Die Enlstefaung und das Wachstum dee Hautcarciooms, Z. f. 
Krebsforsch,, II, 1904) is an enthusiaatic adherent of um-central or possibly 
multi-central growth of carcinoma. He calls attention justly to the fact that 
nobody has ever yet seen the conversion of a normal epithelial cell into a caa- 
oerouB epithelial cell, and as his material consisted of carcinoma of the skin 
in its very earliest stages of development, hia findJnff poaess considerable 
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means Dothlng as to histogenesis, while on the other hand 
it will never be possible to study a tumor at a stage early 
enough to show a possible development of the endothelium 
into malignant cells. Thua the diagnosis of primary endo- 
theUoma of the lungs is at present not possible, and it is 
preferable to call these tumors, not endothelioma, or sar- 
coma, on purely theoretical grounds, but carcinoma, if they 
are built and act like one, and sarcoma under similar 
conditions. 

There are many microscopic pictures which are adduced 
as characteristic of endothelioma, especially those show- 
ing ramifications simulating a network of deep interlacing 
meshes, strongly suggesting a system of lymphatics, more or 
less completely filled with fiat, endothelial-like cells. Plate 
15, taken from the same tumor as Plate 9, shows this rami- 
fication. Neither Plate 9 nor Plate 15 can possibly be taken 
for an endothelioma, as other parts of the same tumor show 
typical carcinoma. In the same way Plate 16 shows very 
prettily the injection of the lymph vessels and lymph spaces 
with carcinomatous material, but it is from the same tumor 
from which Plate 7 is taken, in which was shown the 
mechanical injection of cells from a large t>-pical carci- 
nomatous alveolus into a lymph vessel, and it is not possi- 
ble to prove, with any kind of magnification, that lymph 
endothelium was converted into carcinomatous cells. 
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THE aphorism of Bard,' "Omnis cellula e cellula ejusdem 
generis," has been mentioned. If each kind of epithe- 
lium be considered a specific genus, then, according to him, 
cylindrical epithelium should produce only cylindrical epi- 
theUum; cuboid, or flat, or homy, should always and under 
all conditions produce a similar kind of cpitheUum. It soon 
became evident, however, that histology did not completely 
bear out the theory of the strict and limited production 
of cells of a certain character and structure from cells of 
identically the same character and structure. A long, and 
at this writing still unsettled, discussion has taken place 
concerning these questions, which are summarized imder 
the title of "Metaplasia." It is necessary to touch briefly 
on some of the problems of metaplasia in order to obtain 
a proper notion of certain changes in structure and char- 
acter of the cells that occur here and there, perhaps not 
infrequently, in lung tumors. 

Virchow, as is well known, assigned a very great role to 
metaplasia in pathology, which meant for him something 
entirely different from what is understood to-day by the 
term. He attributed, especially to the connective tissue 
cells, all sorts of possible metaplastic changes, deriving 
osseous tissue therefrom as well as the epithelial cells of 
carcinoma. It is useless to enumerate the multitude of 
pathologists who have devoted time and no slight labor 
to this question of metaplasia. Opinions differ as to 
whether such a process actually exists, and, if it does 
exist, what the meaning of the process is. Ribbert defines 
metaplasia as a sort of regression, the cells losing their speci- 
ficity and attaining a simpler structure, or in other words 
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returning to some lower state of dificrentiation through 
which, in the regular course of development, they had 
already passed, and this without regaining new properties. 
Haosemann speaks of histological accommodation and of 
anaplasia as being a lower grade of differentiation along 
embryolo^cal lines, to which the metaplastic cells return. 
It is a mooted point whether this metaplasia of the cells 
proceeds under the laws of strict embryonal development 
and is ruled by the theory of the three germinal layers. If 
this hypothesis were true, then the metaplastic alterations to 
which, say, an entodermal epithehal cell is subjected would 
result only in such types of cell as normally ori^ated from 
the entoderm. 

On the other hand, it is maintained that metaplasia is 
entirely independent of embryonal influences and that 
the alterations in the character of the cell are produced 
by mechanical and physical conditions and in a great 
measure by causes as yet unknown. Finally, there is a 
theory entertained by many that the so-called metaplasia 
of cells and tissues, especially when occurring in tumors, is 
the outcome of eongenitally displaced germinal remnants.' 
It b not necessary to go into further details on this point. 
For further reference to these questions in regard to tumors 
see Lubarsch.* Most important, and throwing light also on 
the metaplasia in tumors, is the work of Schridde.* Speak- 
ing only for Iimg tumors, and indifferent to what may take 
place in other tumors or organs with reference to metaplasia, 
it is to be noted that only such cells can justly be considered 
as metaplastic cells that reproduce not only the superficial 
character of the cells, such as localization, general appear- 
ance, etc., but the cell must exhibit the intimate and charac- 
teristic structure of the tj-pe of cells which is supposed to be 
represented. Thus, an ordinary flat epithelium can by no 

1 Enut. Table I. No. 82. 

* Lubkrecli, Die Mclaplaeiefrage und ihre Bedeutuog fOr die Gescbwulst- 
lehrc, Arbeitcn aus der path. An&tom. AbUilung des Kgl. Hyg. lostitut in 
PoMtt. 1901. N. 305 B. 

' Schridde, Die Entwicldimgsgpechicbte dee mensFhlifbra SpeiserAbren* 
fpith^ und ihiv Bodeutung ftlr die MelaplaaielehTe, 1907; Die OrtsfraQdeo 
Epithelggwebe dw Muiacben, Jena, 1909. 



64 PRIMARY MALIGNANT GROWTHS OF THE LUNG 

means be considered as an epidermal cell unless it shows the 
peculiar structure, the fibres, and protoplasmatic bridges 
of the latter. A high cuboid or a laterally compressed 
flat cell is not converted into a cylindrical cell unless it 
shows at least some of the typical characteristics of the 
latter, — the nucleus at the base, the colloid, mucoid, or 
other secretion, etc. It is reasonable to assume, and seems 
to be the result of common experience, that the nearer the 
epithelia are related to each other, the more readily they 
will interchange in form and structure.' The transforma- 
tions of one sort of epithelium into another, usually of 
cylindrical or cuboid epitheUiun into squamous epithelium, 
as has been frequently found in many kinds of inflamma- 
tory processes, in granulations, in pneumonias,' in the gall 
bladder.' in the urinary bladder, in the uterus, in the pan- 
creas,* and other organs, are well known. They are usually 
the results of acute or chronic inflammations. It would 
indeed be strange if similar metaplasia of the epithelium 
were not also found in the bronchi and in the lungs. Under 
purely physiological conditions and under perfectly normal 
development, certain epithelial changes in the bronchi are 
regularly found. The lai^est and larger bronclual tubes 
are lined with ciliated cylindrical epitheUura. In the smaller 
orders of the bronchial tubes these cyUndrical cells lose their 
cilia. In still smaller orders the cells become cuboid, and 
finally, and without break in the continuity, the very small- 
est bronchioles and the pulmonary alveoles are lined with 
flat epithelial cells. Metaplastic changes in the epithelium 
under pathological conditions are shown by the work of 
Kitamura,' who finds in almost every grade of catarrhal 

' Let it be underetood that uvea in the question of motapla«iu, the speci- 
lieity of cells aa poetulatMl by Bard is atill m^utaincd to ft certain extent. 
Metaplasia can take p\acc only amoDK cella cmbryoIogicaUy closely related. 

* Conf. the work of Friedlftnder, tlber Epittielwucbemng und Kreba, Straas- 
burg, 1877, 67 8. mit 2 Tafeln. 

* Dietj, Virch., Arch.. Vol. 164, p, 381. 

* Lewiaohn, Zwei Seltene CarcinomfjiUc Eugleich ein Beitrog lur Metv 
pluiefrage, Z'Uchrift t. KrebHTorscb., Ill, 1905. p. 628. 

' Kitamura, fber aecundsre Ver&nderuiiKen dcr Bronchien und einige 
Bemerkungen flbei die Frage der Mctaplaaie., Virch. Arch. 190, 1907, p. 160. 
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inflammations of the severer types, and especially in tuber- 
culosis, the transfonnation of single layers of cylindrical 
ciliated cells into cuboid or polygonal cells. He does not 
consider this a true metaplasia, but simply a change in form, 
a " histological accommodation" in the sense of Hansemann.' 
On the other hand he finds genuine stratified epidermal epi- 
thelium with typical keratohyalin in the uppermost strata. 
This occurs in the large bronchi that are in open communica- 
tion with tubercular cavities. Later, islets of this epidermal 
epithelium are found. There are many other metaplasias 
throughout the bronchial system, such as chalky degenera- 
tions and the formation of bone in the bronchial wall, etc. 
These metaplasias seem to occur very frequently as phe- 
nomena secondary to tuberculosis. In this connection, too, 
there is the work of McKenzie.' His conclusion, after very 
careful study of four cases in very young children, — the 
oldest only two years old, — is that real genuine metaplasia 
exists. Not only chronic inflammatory processes, as Sim- 
monds believes, but also acute inflammations in the lunga 
may lead to metaplasia. The existence of such islets of 
pavement epithelium in the lungs after acute Inflammation 
may have some connection with the development of pavement 
ceiled cancer in the lungs. The assumption of dislocated 
germinal cells is not needed to explain the development of 
pavement epithelium cancer in the lungs. 

Eichholz,' in his very excellent experimental researches 
concerning the conversion of the epidermis into mucous mem- 
brane, and conversely, is inclined to think that metaplasia 
is not to be excluded with certainty, but on the whole it 
does not seem likely to him. In most of the cases where 
true epidermis was formed it could be demonstrated that it 
was due to a proliferation of the epidermis from without. 
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' Loc. rit. 

•Ivy McEnuie, Epithelmelapl&eie bei Bronchopneumonie, Virch. Arch. 

100, p. 351. (Nora, by the author, — Wc know ot many cases of convcraion 

ot cylindrical into pavement epithelium; we know of none ai yet of pAvemeot 

into cylindrictt] epithelium.) 

^ ^KhbtAt, ExpcriDionipllc rnt^reucbungpn Qber Epithelmetapluie, Lu>- 

■ ' Arch. i. kliu. Chir., Vol. 66, p. 959. 
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Cylindrical epithelium, according to him, is able to produce 
epidermis. If, however, epidermis occurs in tissue of cylin- 
drical epithelium, it is to be explained either through the 
proliferation of the epidermal epithelium from without or by 
the assumption of a dislocated embryonal germ. 

It is, therefore, not difficult to explain the occurrence of 
true cancroid, to use the old name, — that is to say, of 
nodules consisting of typical epidermal cells with the charac- 
teristic structure and the formation of cancer pearls. It 
appears natural, too, according to the views of Kitamura, 
that these cases generally occur in connection with tubercu- 
losis, as in the cases of Friedlander,* Perrone,* Gougerot,* 
and a number of others. The tumor either came from with- 
out and penetrated through the wall, and thus projected into 
the tubercular cavity,* or developed directly from the wall 
of the cavity. In the case of Ernst' the cancroid took its 
origin from the wall of the main bronchus of the right upper 
lobe. As from this location no epidermal tissue could 
normally be expected, Ernst attributed bis tumor to develop- 
ment from a germinal remnant. In view of this widespread 
instability in the t>'pe3 and forms of the epithehal cells and 
the apparent lawlessness with which these transformations 
from cylindrical to cuboid and from flat to cylindrical, 
from ciliated to non-ciliated, recur, one is tempted to share 
with John Marshall ' the belief in a complete anarchy as 
the essence of cancerous proliferation. This anarchy Mar- 
shall is inclined to attribute to the lack of nerve influence, 
no nerves having as yet been demonstrated in any malignant 
tumor, with the exception of a very few perivascular nerve 
fibrils. According to this view there would be no meaning 
in metaplasia and no reversion to embryonal types or 
conditions. The process would simply be anarchy, which 
might be subdivided into anarchimorphic, anarchibolic, 

> Friedlander, Table I, No. 87. 
' Perrone, Table I, No. 267. 
' Gougerot, Table I, No. 98. 

• Emet. Table I, No.82. 

• Marshall, The Morton Lecture on Cancer and Cftneeroua Diseaee, Lancet, 
n, 18S9, pp. 1045 S. 
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anarchisynthetic forms. Beneke' does not agree with this 
view. According to him the nervous system can only 
regulate the forces contained in the cell, and he suggests a 
disturbed equilibrium in the relations and proportions of the 
cell function as a causal factor. In the writer's opinion all 
these facts and theories lead necessarily to the conviction 
that epithelium is a highly plastic material, designed to 
accommodate itself in manifold ways to the demands which 
local, physiological, and pathological conditions require. 
The changes thus produced, however, can only take place 
among the specific epithelial cells, whether derived from 
entoderm, ectoderm, or mesoderm. The divisions into 
squamous, epidermal, cylindrical, ciliated, and epithelial 
depend upon more or less functional and often unstable 
qualities and are employed more for the sake of con- 
venience than as a description of the character of the 
cells. The numerous studies with reference to the ques- 
tion of metaplasia' do not appear to give much enhghten- 
ment as to tumors, but seem to corroborate the opinion here 
upheld. The theory of persisting and abnormally dispersed 
germinal centres and remnants, while it cannot be dis- 
proven, is not necessarj- for the explanation of the so-called 
metaplastic transformations.' 

I Beneke, Ncucre Arbeiten xur Lchre vom Carcinom, SchmidtH JohrbQcher, 
1892, pp. 73 ff. 

' Kawamura, Beitr&ge mt Frage der Epithelmetaplasie, Virch. Arch., Vol. 
203, No. 3, 1911. 

* FutUrer, Cber Epilhelmetaplaste, Lubamcb-Oatert&g, Ergebniase, IX, 
2, p. 706. SinunoDds, MOnrb. Med, Wocb.. 1S9S, p. 189. WatAuji, ZeiUchr. 
f. KiebtfoTBchung, Vol. 1, No. 5, 1004. 



CHAPTER Vin 



UNTIL very recently it was the common consensus of 
medical opinion that the diagnosis of primary carci- 
noma or sarcoma of the lung, if it could be made at all, was 
one of a more or less high degree of probability, but never 
of certainty and precision. Within the last few years, how- 
ever, decided advances have been made in our diagnostic 
methods, rendering it possible to diagnosticate a tumor of 
the lung with nearly as much certainty as the present status 
of our diagnostics permits a cancer diagnosis for any other 
internal organ of the body. Stokes's remark, speaking of the 
diagnosis of primary cancer of the lung, that "though none 
of the physical signs of this disease arc, separately considered, 
peculiar to it, yet the combinations and modes of succession 
are not seen in any other affection of the lung," ' has been 
true for nearly a hundred years and has been a source of 
stimulation and hope to many. The clinician's ambition 
to-day is not, at the conclusion of long and anxious obser- 
vation, to make a diagnosis of lung tumor that is merely 
probable. His object should be to diagnosticate the tumor 
at the earhest possible stage of its development, and with 
such accuracy as is needed for the basis of surgical treat- 
ment. This, however, is by no means an easy task. 

NoTK. — It will be Dcccmary Ui refer frequently to the writioRB of Slokes 
& CTtWe in. No. 78), Bugh» (Table I. No. 121), Graven (Table III, No. 30), 
inftDikel (Table t. No. $5), Ptsaler (Table I, No. 241), Leopold (Tabic I, No. 
I'174), and Leoharti (Table II, No. 46), and to that most recmi and excelleot 

Eblication of Wolff (Die Lehre von der Krebekrankbeit, Vol. 11, Jena, 1911). 
making this general stalement of indebtedneeg, the writer hopes to be ex- 
(nued from special refcrencee to Iheee authors where luch reference is deemfd 
unnecessary. 



In many cases the diagnosis is impossible because there 
are no symptoms pointing to the luogs and the tumor is an 
unexpected discovery on the autopsy table. To illustrate 
this, some cases may be singled out, — that reported by 
Colomiatti' and that of Bernouilli.* The latter was a case 
of a female fifty-one years of age, without clinical history 
except that she died of peritonitis after operation for um- 
bilical hernia. Autopsy was held the day after. A small 
round celled sarcoma of the size of a walnut was lodged in 
the right upper lobe and evidently had not caused any 
sj-mptoms. There were no metastases, not even of a single 
gland. 

In some cases there are symptoms, but none pointing 
toward disease of the lungs, and therefore the observer is 
misled. The patient of Beveridge,' it is true, had a slight 
cough and some pressure over the chest, but not sufficient 
to interfere with his work. He worked until death, which 
came suddenly from hsemorrhage of the lungs. Kliiber * 
reirorts an apparently healthy woman, dj-ing suddenly from 
a bum, without any lung -symptoms. In the case reported 
by Walshe,' there was no cough, nothing pointing to the 
lungs, but the symptoms were exclusively psychic. Da\'y'fl 
patient* was healthy until he acquired jaundice and pain 
in abdomen; physical examination of lungs was negative, 
no symptoms pointing to lungs, no cough, no pain. Degen* 
reports a patient healthy and strong; sudden death from 
hiemorrbage of lungs; no other clinical symptoms. The 
much cited case of McAldowie ■ is that of a child five and a 
half months old, — no dyspncea, no cough, percussion clear 
over both lungs. 

It is obvious that tumors Buch as the malignant neoplasms 
of the lungs, varjing so widely in tj-pe and locaUzation, 
entering into so many unstable relations with other organs 
of the chest and, through metastasee, with almost every 

' Table II, No. 14. 

• Cber primare Lungeosarkomatose, Diae. MOnrhm, 1907. 

• Tabic 1. No, 38. • Table I. No. 56. 
'Table I, No. 145. 'Table I, No. 59. 

• Table I, No. X». • Table III, No. 53. 
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organ in the body, cannot be expected to present a perma- 
nent and characteristic set of symptoms. One Is reminded 
of Graves,' who, reporting a case of malignant disease of the 
limgs, probably sarcoma, gives a minute analysis of the 
clinical symptoms and shows how both he and Stokes were 
misled. He candidly confesses that he should have made the 
proper diagnosis during life, but adds, in his characteristic 
manner, "I became quite tired of the dilficulty of attempt- 
ing to explain the phenomena observed and gave up all 
further attempts at diagnosis." It may be said in a general 
way that the possibility of a clean-cut diagnosis depends 
largely upon the anatomical localization of the tumor and 
upon the degree of development which the disease has 
reached when the patient is presented. It is not probable 
that the actual beginning of the blastomic development will 
ever be perceived, since it is necessary that the timior 
attain a certain size before it can be recognized. Again, in 
the last stages, the clinical picture may be so complicated, 
nearly every organ of the body participating in the morbid 
process and causing sj-mptoms which almost completely 
mask the pulmonary lesions, that the difficulties are greatly 
augmented and a diagnosis rendered practically impossible. 

There are, however, certain symptoms which are common 
to all malignant neoplasms and some which arc more or 
less peculiar to malignant neoplasms of the lungs, to which 
brief attention must be given. 

I. Pain. This is frequently not a real, acute p^, but 
rather a sense of discomfort and pressiu^ in the chest. 
According to Schmidt' the pulmonary parenchyma is prob- 
ably insensible to pain, therefore the acute or chronic 
genuine stabbing pain is brought about when the pleura 
participates in the inflammatory processes which are apt 
to accompany the progress of the disease. Taking into 
account the well-known relations between the two folds of 
the pleura and the nerves, — the brachial plexus, intercostal 
nerves, phrenic nerve, — and the diaphragm, it is clear that 

'Table ni, No. 30. 

* Die Schmenphenomene bei innerea Krankhetten, etc., Wien, 1906. 
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the pain produced in one place may be referred to localities 
quite distant from the point of origin. The pain in the 
ehoulder and around the clavicle, the neuralgias of the arm, 
the intercostal pains along the chest and in the abdomen 
and diaphragm, which so often occur both in carcinoma and 
in sarcoma, ore thus easily explained, and it is understood 
thai where there is no pain the pleura has evidently not 
becE involved. Schmidt also points out that a large area 
of dulness, without spontaneous or pressure pain, excludes 
any inflammatory process of either fold of the pleura and 
suggests the possibility of a neoplasm. Figures represent- 
ing an approximate estimate of the occurrence of pain in 
malignant lung tumors can be obtained from Tables I and II. 
In Table I pain is not mentioned in 206 cases out of 374. 
This, of course, does not mean that pain was not present, 
but merely that any reference to pain was omitted. The 
probability therefore is that the cases in which pain was a fea- 
ture are much more numerous than would appear from the 
Table. In eighteen cases it is distinctly stated that there 
was no pain during the entire course of the disease, while pain 
is mentioned as present in one hundred and fifty cases. In 
Table II, dealing with sarcoma, pain is ^ven as a symptom 
at some time during the disease in fifty-two cases, in two 
cases only is it distinctly stated that there was no pain 
whatever, in six cases there is no cUnical history, and pain 
is not mentioned in the history of thirty-four cases. 

The possible irradiations along various nerve tracts are 
illustrated by the case of Demange,' in which the pain was 
constantly referred to the healthy side. In two cases the 
pain was mostly abdominal, while in the case of Harris * 
the pain was referred to both sides of the chest. If one 
could draw deductions from these figures, it would seem that 
sarcoma causes more pain than carcmoma. This result, 
however, is probably illusory and caused by the imperfect 
statistics. 

n. CouQH. This comphcation is one that would natu- 
rally be expected in any malady of the lungs, and therefore 
> T»ble a, No. 17. • Tabic U, No. 33. 
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in tumors of the lung. Indeed, cough is probably the most 
common of ail symptoms appertaining to lung tumors, ajid 
there are but few cases in which it is not a factor. A rather 
insignificant, but fairly constant, irritating cough, mostly 
without expectoration, may be the earliest symptom of 
tumor. Where this cough exists and nothing abnormal is 
found in the chest, the upper air-passages, oesophagus, etc., 
the possibility of the presence of a lung tumor should, in the 
writer's opinion, suggest itself. A case observed by the 
writer, which does not appear among the material collected, 
may serve to illustrate this rather important point. It con- 
cerned a lady of some sixtynadd years, fairly healthy, and so 
far as known, without any hereditary strain of malignancy. 
She began to cough this same short, hacking cough, without 
pain, without expectoration. Both lungs on close examina- 
tion gave no mdication of anything abnormal and nothing 
abnormal could be detected anywhere, except a trifling 
pharyngitis. Very gradually some loss of flesh and strength 
became apparent, and after several months a very small 
area of dulness at the right hilus, together with some fairly 
loud comage, could be made out. The dulness gradually 
extended. For some time previous a tumor had been sus- 
pected, principally from the comage, and the diagnosis was 
corroborated when the dulness and comage were also found 
at the apex. There was never much expectoration, and no 
blood. The emaciation and we^ikness increased, the area 
of dulness on the right lung extended over the entire lower 
and middle lobes, with diminished voice and breathing, 
secondary plainly palpable nodules appeared, especially in 
the liver, accompanied by jaundice, and death from exhaus- 
tion took place in about a year from the beginning of the 
cough. No autopsy could be obtained, but there is little 
room for doubt that this was a genuine case of carcinoma 
of the lung. 

Besides this slight hacking cough, accompanied by little or 
no distress, all varieties of cough, up to the most violent, 
explosive, and harassing forms, are reported. The cough 
may, as just mentioned, be an early symptom of the disease; 
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on the other hand there may be no cough until shortly 
before the fatal end. As bronchitis is one of the ordinary 
features of the case, the fairly loose cough, accompanied 
by large and small mucoid rales, is present in the majority of 
cases. If bronchiectatic cavities, or cavities of other origin, 
are present, there will probably be attacks of coughing of 
an explosive character, discharging large quantities of muco- 
purulent or purely purulent expectoration, often mixed with 
blood. When the cavities are sufficiently refilled or com- 
munication with the bronchus is again restored, these spells 
are apt to recur. The distressing, rasping, but usually dry 
cough that is caused by compression or irritation of the 
larger bronchi and the trachea is often noted. At times this 
cough is accompanied by considerable stridor. Schwalbe > 
claims that carcinoma produces very little stridor, if any at 
all, but that it occurs in its greatest intensity and most 
frequently in sarcoma, and his explanation of this is that 
sarcoma gives rise to earlier and more extensive involvement 
of the mediastinal organs than carcinoma, thereby exerting 
more pressure on the trachea and nerves. This does not, 
perhaps, quite correspond with the actual facts, and it can 
be seen from the material collected here that carcinoma also 
can, and frequently does, involve all the mediastinal organs. 
There is, furthermore, the hoarseness, also the well-known 
laryngeal cough, both of which usually occur in late stages 
of the disease, when either one or both superior laryngeal 
recurrent nerves have become involved and paralyzed. In 
Table I cough in its various forms is mentioned in 174 cases, 
while in 191 cases it is not mentioned. In nine cases it is 
distinctly stated that there was no cough. In Table II cough 
is mentioned as a symptom forty -six times; five cases had no 
cough, and thirty-nine passed without any mention of it. 

lU. Sputum. Much more important than the cough, — 
in fact, one of the principal signs to be depended upon for 
the diagnosis of malignant lung tumors, — is the character 
of the sputum. This, however, can only be satisfactory as 
the result of close study. It is necessary to bear in mind that 
> Deut. Med. Wocb., 1891, No. 45. 
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a single examination of the sputum will rarely give reliable 
results. The ordinary routine examination of the expecto- 
ration, such as is the common practice, which consists in a 
search for tubercle bacilli or elastic fibres, and at best a 
few cells, is entirely insufficient when so delicate a diagnosis 
as that of primary lung timior is the object. It is necessary 
to examine the sputa systematically and thoroughly, both 
morphologically and bacteriologically, and under certain 
conditions even chemically, as frequently as possible, until 
the diagnosis is assured. In Table I there are 143 instances 
out of 374 in which no mention is made of the sputum. It 
is, therefore, not ascertainable whether in these cases there 
was any expectoration or what its character may have been 
if present. In thirty-six cases it is clearly stated that there 
was no expectoration. Stokes' was the first to speak of a 
peculiarly homogeneous and tenacious sputum, the color of 
which he compared to black currant jelly and which is 
spoken of by others as resembling raspberry jelly or 
prune juice. The latter designation is particularly used in 
American textbooks, Stokes considered this sputum as 
pathognomonic of lung tumor, especially of carcinoma, 
and many textbooks still spread this belief. It has been 
shown, however, that this peculiar sputum is per se not 
pathognomonic for malignant tumors of the lung. It occurs 
in other diseases, and even in primary carcinoma of the 
lungs it is not constant and is recorded in but few cases. 
Looking over Table I, it is found that the currant, rasp- 
berry, and prune juice sputa have been placed on record 
in only six out of the 374 cases. This may not absolutely 
coincide with the actual facts, but it is reasonable to suppose 
that where there is a clinical history given, so characteristic 
a symptom would be mentioned. In Table II only two cases 
are recorded out of a total of ninety. But though this kind 
of sputum cannot be considered pathognomonic, it should, 
in the writer's opinion, if associated with other symptoms 
that all point toward tumor of the lung, be conadered 
corroborative of the diagnosis. The processes ultimately 

" Loc. cit. 
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at work in the production of this peculiar type of sputum 
are entirely unknown up to date. It seems certain that the 
peculiar color is not merely due to the presence of blood; 
there must be other conditions involved. Perhaps it is 
not unreasonable to suspect that some specific kind of 
hiemolysis, caused, it may be, by some toxic product of the 
tumor, formed only under certain conditions (perhaps oleic 
acid — conf. Faust') is responsible. The subject has been 
insufficiently studied and is well worth further research. 

Bloody expectoration is associated with most eases of lung 
tumors at some period of their development. The sputum, 
«ther mucoid or mucopurulent, as the case may be, may 
be intimately mixed with thje blood, or the latter may 
appear in the form of hsemoptysis, varying in profuseness. 
It has been claimed' that hremoptysis is uncommon in lung 
tumors. According to the writer's own experience and 
his study of the Uterature of the subject, which is to a great 
measure collected in the Tables, this statement cannot be 
verified. It seems, on the contrary, that hfemoptysis is of 
rather /re7««ni occurrence. A number of cases are reported 
in which the very first S3rmptom was a profuse haemoptysis, 
others where hfemoptysis occurred frequently in the course 
of the sickness, and in quite a number of cases, sev- 
eral of them imder the writer's own observation, death 
was caused by very profuse haemorrhage. The mere 
bloody sputum, too, may appear as one of the very 
first sjTnptoms, though it sometimes requires all the skill 
of a trained cross-examiner to elicit the fact that there has 
at one time been some slight bloody expectoration. On 
the other hand, blood may appear at a later stage, or even 
at the very last stage, and sometimes, again, be constantly 
present throughout the course of the disease. The records 
in Table I show about one hundred cases in which the 
sputum was bloody, not counting the currant, raspberry, 
and prune juice sputa mentioned before, and not counting 

' Pber chronUche Olsaureveriti/tung, Archiv. f. eip. Path, und Fhai. 
FesUchrift f. Schmicdeberg, p. 171. 

' WmI, Table I, No. 326, Also Hampdn, fber den Auswurf bei Lungcsi- 
m, Z'tadirift f. klin. Med., Vol. 32, 1807, p. 246. 
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sixteen cases of profuse hsemoptysis. In sixty-five of these 
one hundred cases pure blood seems to have been expecto- 
rated, representing, as it were, small ha^raoptyses. The 
others were various kinds of sputa, — mucoid, mucopuru- 
lent, purely purulent, etc., — all of them mixed more or 
less with blood. In three cases tubercle bacilli were found 
in the bloody expectoration. In thirteen cases the sputa 
were entirely free from blood. In forty-five cases the 
expectoration was ordinarily without blood, and character- 
istic merely of the condition of the bronchi and the lungs, 
without reference to tumor. Greenish expectoration ia 
mentioned twice, and one case is reported of oUve-green 
sputiun.' Just what kind of sputa these are cannot be 
ascertained, as there was no detailed examination recorded. 
They are probably not characteristic. In Table II sputum 
is not mentioned in tliirty-one cases, in eight cases no 
expectoration took place, in ten others there was not even 
a cough, while twenty-five were bloody, three with profuse 
hsemoptyses. In twelve cases ha;moptysis is the main charac- 
teristic of the sputum. Green sputum is noted five times, 
and it is believed that Bell ' was the first to mention it as 
occurring in sarcoma. There are no means of judging of 
its character or its relation to sarcoma. In Janssen's case* 
the sputum was not merely green, but ^ass-green, and he 
believes this to be characteristic of sarcoma of the lung. 
Traube* finds grass-green sputa associated with pneumonia 
or bronchitis, accompanied by jaundice, — the so-called 
"bilious pneumonia," — and also in chronic pneumonia 
without icterus. He claims that the varj-ing colors of these 
sputa are due to the red blood cells and the hiematm going 
through the same cycle of discolorations as an ordinary 
hflimorrhage into the skin, the last being green and repre- 
senting, according to Traube, the last stages of oxidation of 
the hffimatin. He does not mention tumor. 
That grass-green sputum cannot be characteristic of sar- 

'Ellicli, TaMeHI, No.21. 

•Table II, No. 3. 



■Table IT, No. 

• G«««mmdt« BeitrlLKc f. P&th. i 



Phya,, Vol. U. 1871, p. 699. 



I 



CLINICAL 77 

coma of the luDgs may be deduced from the fact that it does 
not appear in the majority of cases, while sputum, mentioned 
as merely green, is seen in carcinoma, as well as in other 
diseases of the lungs and bronchi. Moreover, grass-green 
sputum is said to occm- rather frequently in cases of chronic 
pneumonia and of pulmonary abscess. Here, also, further 
study is imperative, not only to determine the diagnostic 
value, but also the conditions under which such pecuUar 
sputa are produced. Perhaps there is some special conjunc- 
tion of circumstances in cases of sarcoma of the lung which, 
while not occurring very frequently, produces when present 
this peculiarly characteristic sputum. The writer feels that 
in a case of suspected sarcoma of the lungs the grass-green 
sputum of Janssen would be strong corroborative evidence. 
It seems at first glance almost self-evident that sputa from 
a malignant growth of lungs and bronchi must necessarily 
contain tumor elements, and that thus the diagnosis of such 
tumors could easily be made certain beyond doubt. Some 
reflection will show, however, that this is not so simple as it 
seems, and must in fact be a rather rare occurrence. There 
are first to be considered the quantities of various kinds of 
epithelial cells that can normally be present in the mouth 
and mr-passages; the cyUndrical cells, ciliated and without 
cilia, that come from the bronchi, the nose, etc., the possible 
admixture of cells from the cesophagus, etc., all of which 
would prevent the direct recognition of tumor cells. It is, 
therefore, always hazardous to suspect lung tumor merely 
from the presence of scattered epithelial or round cells. On 
the other hand, if the cells in question occur in unusually 
large quantities and more or less constantly, or if cells which 
Dormally are not found in the expectoration are constantly 
present, the suspicion of tumor is permissible, provided the 
clinical symptoms correspond. The tumor elements are 
not apt to be expectorated unless there is open communica- ■ 
tion with a bronchus and the tumor itself has softened and f 
is in a state of incipient disintegration. Tumor cells, also, 
that are expectorated under such circumstances are as f 
rule in such a state of degeneration that their character ai 
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drrlvatlvro of a mvpltuun can only be recc^nized if some 
ri'iiiDOiitit (■! tlicir btastomic structure and organization 
roiimlii. Thifi, of coureo, would make the diagnosis abso- 
ItitiMy 4Vrt(Uii, cvppcially as secondary lung tumors seldom 
ruuKo iiiMrliiHl symptomH, and never such as are peculiar to 
tirlnuiry itruwths. Some cases in point are on record. It 
hlM PVrn hapjtcntxl that a portion of necrosed lung tissue has 
t»wn cKprrlorntwi In-fore any other symptoms of pulmonary 
(limmKO wmi it(ipim>nt, as in the case of CUusse.' In the 
oiuw of Klu'li'ti,* villous and bloody masses containing can- 
P0I11UB inateriul wi'W exjuH^torated. Pearson' records a case 
In wlilrh piiHtv of nocrosed lung tissue were coughed up, 
wiuiinpiuiliHl liy tubon'lo bacilli, and the tumor was diagnos- 
tli'iititl liy liiin iu« " I'lict'phaloid." A similar case was that 
of 'ruriilmll nnd Worthiinttou,' in which a lump the size of 
H walnut , t>f alvcolnr tttrxti'tun" and containing cylindrical and 
tnilHildid ii'IU. WW ('Xi)Wtoratoil. Still another, was the case 
rcoordivl by Tiwhh'Ii.' in which masses were expectorated 
coui'liitiim iif t^pliidle and mund cells. There are a number of 
otliiT riw«ti« whif'li t'liu l>p found by reference to the Tables, 
mont. of wliieli lOT doubtful, however, because they lack the 
atl-imiHirtant niienkiicoptc oxiuiiinRtion. Most of the cases 
in which the pxjiprtortttion Is recorded of larger or smaller 
portions of tumor, which are degenerated but nevertheless 
(Ustinctly reoogniMblQ u cither carcinoma or sarcoma, 
belong as a nUo to lale stages, and while they clinch the 
diagnosis they do so »t a Ume when all hope of beneficial 
therapeutic interferenoo is practicnily gone. It is quite 
natural therefore that anxious sojux-h is made for elements 
whose appearance in the sputum, while characteristic of lung 
tumors, is not delayed until the later stages of development. 
Hampeln* found certain cells in the expectoration from cases 
of carcinoma of the lungs which, according to him, if only 

'T able I, No. S2. In Uie discunioD of this csm, Troiaira rvporU & cue <d 
pranary cancer of lie lung is which the diagnou* waa raofinnnl by tumor 
partidM in the >putuin. Menetrier alpo report! tdmilar raara 

• Table I, No. 78. • Table III, No. SB. 

' Table I, No. 249. • Loo. dt. 

•TaWel, No.321. 
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seen but a sir^e time, assure the diagnosis of carcinoma. 
He says, "Polyraorphic, polygonal cells that are entirely 
free from pigmentation are seen in the sputum where there is 
carcinoma of the lungs, and in no other cuse but carcinoma. 
In all other cases, if there are epithelial cells at all in the 
sputa, they are principally round or oval cells, pavement or 
ciliated cells, highly pigmented." These cells do not seem 
to have gained favor in the eyes of diagnosticians. The 
writer is not aware that Hampeln's \'iew8 have been corrob- 
orated by others, and he himself has never seen the cells in 
question. He must confess, however, that his examinations 
with reference to them have not been sufficient to warrant 
a de&nite conclusion. Lenhartz ' finds large spherical cells 
filled with a multitude of fatty granules and associated with 
abundance of epithelial cells that are strangely deformed 
and possess club-hke or tail-like projections. He is of opinion 
that these fatty or granular cells are pathognomonic of pul- 
monary careinoma. Tuberculosis may be present without 
changing anything in the character and diagnostic value of 
these cells. In Table I the granular fatty cells are found in 
the sputum seven times. The writer is inclined to agree 
with Lenhartz that these cells are strictly pathognomonic, 
at least of careinoma of the lung, there being as yet insuf- 
ficient experience as to sarcoma. Since the writer's attention 
was drawn to these cells he has found them in every case 
of primary carcinoma that has come under his observation 
(about twelve cases), and a very long and close study of sputa 
from all manner of other lung diseases tends to show that 
they occur in carcinoma alone. The teclmique of examina- 
tion is very simple, inasmuch as no staining is required, 
and a spread of sputum, not too thin, perhaps in a little 
glycerine and water, or perhaps without any addition, if 
examined carefully with a moderate magnificattoD, will not 
fail to show these "Komchenzellen" if they are present. 
The cells can sometimes be obtained, also, by puncture of 
the pleura or the tumor.' It is to be remembered that the 

■ M&Dch. Mod. Woch.. 1808, No. 1, p. 28. 
< MOBcr, Table 1, No. 200. 
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conditions under which these cells are formed are still un- 
known. Lenhartz believes that they are produced by fatty 
degeneration of the large epithelial cells of the tumor. This, 
however, is merely hypothesis. Their appearance in the 
sputum, — for what reason is not known, — is, moreover, 
very inconstant and irregular. It may be necessary to hunt 
for them for days in succession before they are found; it may 
be, on the other hand, that the first examination will show 
them. They may occur in great profusion, or again only 
scattered singly here and there through the smear. But it 
is the writer's conviction that when found they are pathog- 
nomonic of pulmonary carcinoma, and furthermore that a 
daily, systematic examination of the sputum is necessary 
and that one should not be discouraged if the cells are not 
found at once. 

IV. That respiratory difficulties constitute one of 
the most frequent symptoms in lung tumors b obvious. An 
insignificant shortness of breath on slight exertion is fre- 
quently reported as the first sjTnptom, This may be present 
long before percussion and auscultation give evidence of 
any lesion in the lungs. The difficulty in breathing is 
often so slight that only a rigid inquiry will elicit the fact of 
its existence. Its gradual increase may be the first thing 
to alarm the patient and cause him to submit to a medi- 
cal examination. Beginning with this slightest fonn of 
dyspnoea, all transitions up to the severest orthopncea occur. 
Among the material here collected, numerous examples 
will be found of death from suffocation. No physician 
who has ever seen the intolerable and hopeless suffering of 
those unfortunates who are doomed to the awful death by 
suffocation accompanied by intensest orthopnoea extending 
over weeks, sometimes even months, will ever forget it. 
Fortunately, it is not always continuous, but is apt to come 
in spells. Nevertheless, it is one of the most cruel tortures 
to which man can be subjected and before which the physi- 
cian has stood powerless. Not only is he unable to cure, 
but even to relieve, as morphine loses its virtue and surgery 
is helpless. Complete closure of a bronchus does not cause 
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these worst forms of suffocation, but at most only a very 
moderate degree of dyspnoea following exertion. The in- 
tensest forms are brought about mainly by compression or 
obstruction of the trachea. The tumor may grow up from 
below through a main bronchus into the trachea and thus 
obstruct it, or, as is perhaps more frequently the case, in- 
volvement of the mediastinal glands may form large masses 
pressing upon the trachea from without so as to produce 
almost entire closure. Though a most frequent symptom, 
dyspnoea does not necessarily complicate lung tumors. In 
Table I there is a record of twenty cases in which no dyspncea 
of any kind was found throughout the disease. There are 
189 cases where dyspnoea is not mentioned. In 165 instances 
dyspnoea was present, and this number includes all the differ- 
ent forms of respiratory disturbance, from the slightest incip- 
ient dyspncea to the most terrific orthopnoea. In Table II 
appear two cases in which it is recorded that no dyspnoea 
was present, fifty-two cases in which dyspnoea is recorded 
as present at some stage of the disease, leaving thirty-six 
cases in which no mention is made of this symptom. 

V, Cachexia, the usual companion of mahgnancy, is 
also a very frequent accompaniment of lung tumors. Its 
incidence, however, is extremely irregular. There are cases 
on record, as the Tables show, in which loss of flesh and 
weight are apparently among the earliest sjinptoms, cer- 
tainly before anj-thing abnormal could be detected on the 
lungs.' In other cases there is no apparent loss in flesh and 
weight throughout the course of the disease. In one of the 
writer's own cases,* though there were profuse haemorrhages 
and the disease lasted about four years, the man kept stout 
and florid and apparently without any loss of strength until 
his death, which was caused by suffocation from a profuse 
and sudden hfemorrhage. A positive gain in weight during 
the progress of the disease has been obser\'ed by v. Fetzer* 
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Japha' reports a distinct bradycardia in one of his cases, 
but no cause for it is mentioned. So far as one can see 
from the clinical and post-mortem notes, it does not seem 
to have any connection with the lung tumor. 

VIII. The blood count has not thus far been of much 
assistance in the diagnosis of lung tumors. There are but 
a few cases in which the blood count is reported, — in all 
less than a dozen, — and even these lose greatly in value 
inasmuch as it does not appear from the records how the 
hemoglobin was estimated and how often and under what 
varying conditions the blood count was done. One almost 
involuntarily gets the impression that the blood count was 
done only once, while it is obvious that it should be repeated 
at stated intervals. Here also is a fruitful field for further 
investigation. 

Of the few blood coimts that are on record, it may 
be well to mention, first, that of Kappis.* He finds 
cancer cells with mitosis in the sputum. The blood he 
reports as follows: Kb., 120; red cells, 6,200,000; white 
cells, 50,560-40,700; eosinophiles, 33-39j-12%; polynu- 
clears, 56.9%. The pleuritic effusion was a sanguinolent 
serum which contained no eosinophiles. In this case the 
blood count appears to have been taken repeatedly, but is 
thus far inexplicable in that there is nothing in the history 
as given by the author to explain the enormous leucocytosis, 
the accompanying polycytha^mia, and the very high per- 
centage of eosinophiles, the polynuclears, at the same time, 
being rather low. The autopsy also throws no light upon 
this curious condition. The author remarks in his descrip- 
tion of the microscopical structure that enormous heaps of 
eosinophiles were found in places free from tumor. It is 
best in this case to indulge in no hypotheses as to the possible 
cause of this blood picture and its contradictions. 

Another imperfect btood count is given by Naun*: Hb., 40; 
leucocytes, 15,000. It is to be regretted that the number 
of erythrocj-tes is not stated, because without knowing the 
number of red cells one is left in doubt whether this is a 
■ T*ble I, No. 136. • Table I, No. 139. ■ Table 1, No. 224. 
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mere hEeraoglobin anemia with a moderate leucocytosis, 
or whether the red cells also are diminished. A complete 
blood count, including differential, and repeated several 
times during the course of the disease, should in the future 
be considered an essential requirement. In a similar way 
Musser' records merely increased leucocytosis, without fur- 
ther details, in both his cases. In two of the writer's own 
cases,* where the advantages of hospital observation could be 
had, the blood count was taken repeatedly with the average, 
in Case No. 2, of: Hb., 65; red cells, 4,500,000; leuco- 
cytes, 15,000. This corresponds very nearly with the blood 
count given by Cohen and Kirkbride': Hb., 60; red cells, 
4,400,000; leucocytes, 18,000; differential count of leucocytes 
not stated. In Case No. 4 the blood count was as follows: 
Hb., 62; red cells, 3,980,000; leucocytes, 14,300; differen- 
tial fairly normal. In this case, besides the hsemoglobin 
ansmia, there is a distinct reduction in the number of red 
cells, but no deformation or other alterations in them. 

The case of Ebstein* is very similar to this latter case: 
Hb., 62; red cells, 3,492,000; but the leucocytes are unusu- 
ally high, there being 32,000 (differential not stated). It is 
impossible at present, there being so few blood counts avail- 
able, to come to any definite conclusion. The leucocytosis 
is easily accounted for by the inflammatory and often puru- 
lent processes going on in the lungs. Whether there is a 
real disproportion between the number of red cells and the 
percentage of hemoglobin, thus pointing perhaps to some 
hsemolytic process, or whether in the majority of cases there 
is only the usual anemia, both of red cells and of hemo- 
globin, to be expected in any c^e of increasing malignancy, 
— especially if there is considerable loss of blood,— is a 
problem that awaits further study. In the ease of Cohen 
and Kirkbride the disproportion between 4,400,000 red cells 
and only sixty hemoglobin is very striking. The blood 
counts given by Faust' show some resemblance to the 



' Table I, Nob. 222 anrf 223. 
' Tnble I, New. 2 und 4. 
' Tabic 11, No. 13. 
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blood counts mentioned here, inasmuch as his rabbits 
showed a continuous decrease in the hajmoglobin with a 
comparative increase in the red cells and a tendency to 
some leucocytosis. The interesting coincidence is certainly 
worthy of note. 

Mliller' has among his cases no case of lung tumor. 
As a result of his careful blood counts nothing character- 
istic is shown. The haemoglobin has a tendency to go 
down steadily, as also the number of red cells, and there 
is a tendency to leucocytosis and to an increase of the 
polynuclear cells, but nothing characteristic of the blood 
in limg tumors is shown. 

IX. Incidentally, there should be mentioned two cases in 
which diabeks was a compUcation of the disease, as in the 
cases of ICratz* and Liibbe.' There is no evidence, so far 
as can be seen, that the diabetes stands in any relation to 
the lung tumor. 

X. The clubbed fingers which are sometimes reported 
have, it is obvious, no specific relation to malignant growths. 
They are not different from the clubbed fingers that we see 
in other chronic diseases, especially of the lungs, and more 

cticularly where pus is present. 

mM MUUer, Ubcr den Blutbetilnd bei KrebBkranken, Diaa. Berlin, 
■stable I, No. 151. » Table 1, No. 187. 
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WHEN one is compelled to f&ce the almost inSnite 
varipty uf pathttlogical lesions and complications 
tliftt an* futiioriatod with most of the primary malignant 
iitHi|kliutuui of the lungs, the clinical pictures and their 
li)'iii)>U>n)atuU>K>' appear to present an almost hopeless con- 
(imlim. A lar^;cr experience and comparative study will 
•how that there is, after all, a certain monotony of essen- 
iUU lymptomti, around which the varying complications and 
IwiuRB are grouped. It is possible 'm this way to arrange 
Uip pntir«.> cliuiral material at our disposal into certain groups 
which, with their subdivisions, supply a fairly well-classified 
arrangement of the clinical phenomena. A certain number 
of tumors, as has been shown above, are apt to withdraw 
thoinsolvcs from diagnosis by causing no sj-mptoms whatso- 
ever, and others in which a diagnosis is not likely because 
symptoms caused by metjistatic deposits ' completely domi- 
nate the clinical picture and successfully mask the pulmonary 
disease. For the great majority of tumors which do produce 
symptoms, the remark of Stokes, that "the faciUty of 
diagnosis mainly depends on the anatomical disposition of 
the disease," is still true. 

According to Passler,' the clinical pictxircs accom- 
panying pulmonary mahgnant neoplasms can be aptly 
Arranged in two main groups. The first group contains 

' Tbtre i« much difference or opinion among aulliora as U> the frcquencjr of 

rtMluoi iu malignant tumora of the limi;, nome claiming tbat wcoodaiy 

I dnoaiU are very rare in carcinoma and correspondingly numerous in Barooma, 

I 9uun Mlprmiiing directly oppodle opinions. By consulting Appendices C 

' ind D the reader will obtain a fair idps of the ocinirrencc of metaatAaee in the 

nrioua orxanii both in carcinoma and in sarcoma and be trill find very little 

dtfTcraice between carcinoma and sarooma in tbia respect. 

' Loc. dt. 
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the cases in which the symptoms referable to diseases of 
the lungs and bronclii largely predominate. These tumors, 
mostly carcinoma, nearly always take their origin from the 
bronchial ramifications from the second order downwards 
to the smaller and smallest bronchioles, and as a rule do 
not directly implicate the hilus. The second group 
embraces to a large extent the tumors of the root of the 
lung. This group may be accompanied by intense and 
agonizing symptoms on the part of the respiratory oi^ans: 
lun^, bronchi, etc. ; but these are usually of a secondary 
nature, though they may dominate the clinical picture. 
The typical symptoms of this variety of lung tumor are 
lai^ly mechanical and composed mainly of such symp- 
toms as result from pressure on or compression of the tho- 
racic organs, especially of the mediastinum, and from the 
overcrowding of the intrathoracic spaces. The elementary 
symptoms mentioned above are common to both groups. 

The classification of Marfan,' identical in principle with 
that of Passler, is perhaps a little more convenient, and is 
adopted here. It reads as follows: 

I. The acute or galloping form of pleuro-pulmonic cancer. 
II. Chronic pleuro-puhnonic cancer. 

1. Broncho-pulmonary type, being the claseical type of carcinoma 

of the lungs. 

2. Type suggesting tumor of the Euediastinum- 

3. Pleuritic type. 

{a) Pleuritic type of the pleuro-puhnoQary tumor without 
effusion. 

The first main division, the acute or galloping miliary car- 
cinoma of the lungs, runs an extremely rapid course, accom- 
panied by cough, dyspnoea, and asphj'xia; death usually 
in a month or thereabouts. The clinical picture in many 
respects resembles that of acute miliary tuberculosis, and at 
autopsy both lungs and pleura are found studded with 
miliary nodules which, however, on microscopic examination, 
are found to be cancerous. This form is extremely rare and 
only a very few scattered cases have been reported. The 
case of Elisberg* may possibly come under this heading. In 
1 Quoted from Chnuvain, loc dt. * T>bk I, No. SO. 
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this case the primary tiunor was in the bronchus. It is 
generally denied that this form of carcinosis ever occurs 
as a primary pulmonary lesion. This statement, however, 
cannot be supported by absolute proof. Granted that it 
does occm- as a primary lesion, it seems that at present there 
are no means of obtaining a correct diagnosis during life. 

II. The chronic pleubo-pulmonart cincer. This is 
the ordinary chronic form of cancer of the lung, in which 
the lungs, bronchi, and pleura are mainly affected by the 
tumor. The subdivisions which have been mentioned are, 
it is necessarj' to insist, merely for the convenience of the 
clinician and do not represent strictly defined and firmly 
estabUshed independent syndromes. With the progressive 
development and extension of the blastomic lesion, accom- 
panied by a varying degree of destruction of the lung and 
the secondary effects of the tumor on its environment, the 
symptoms must necessarily vary, and the so-called subor- 
dinate groups may merge one Into the other. It may 
often be observed that several or all of the various types 
here mentioned are exemplified in the course of a single 
case. 

1. Pulmonary mncer. The classical type of cancer 
of the lung. This represents the ordinary bronchial carci- 
noma which, as shown above, is by far the most frequent 
form of the disease. The dominant symptoms are referable 
mainly to the lungs and bronchi. The earlier stages usually 
suggest merely a chronic bronchitis. 

It is commonly said that in the very earliest stages of the 
development of the tumor, percussion will fail to show any 
appreciable difference from the normal. This may, in the 
main, be true. It is, however, the writer's deep conviction 
that, even in very early stages, percussion may be found 
significantly altered, if a sufficiently deUcate technique be 
adopted. 

It cannot fall within the scope of this study to enter in 
detail into a discussion as to the relative values of the vari- 
ous methods of percussion or into the manifold theories 
that have been put forward in this most important chap- 



I 



CLINICAL (CotmmiED) 89 

ter of diagnostics. But it is the writer's opinion that 
the ordinary loud, resounding, finger to finger or hanuner 
to finger or plessimetre percussion cannot be made to 
(pve proper results in these earlier stages. The writer haa 
employed for years the "Schwellenwerthperkussion" and 
orthopercussion as elaborated by Goldscheider, Pleschj 
and Curschmann, in combination with the auscultatory 
percussion according to Ewald and the friction method of 
Bianchi. The results, checked by the orthodiascope, have 
as a rule been most satisfactory. These methods, if carried 
out with the delicacy of touch and hearing which they 
require, may be expected to lead to the detection of compara- 
tively slight pathologic lesions where other methods of per- 
cussion will fail. It is understood that percussion must vary 
according to the different stages of development and the 
various complications that may occur in the course of 
malignant disease of the lungs. 

There are cases on record, as for instance that of 
Rottman,' where it is reported that physical signs on the 
lungs were negative, although a large tumor was found. 
This b only one of many similar examples reported. In 
early stages a dull percussion note is found at one apex or 
the other, or, which is much more difficult to find, at the 
hilus posteriorly. The anterior aspect of the upper chest 
is more frequently the seat of dulness than the posterior, 
but the dulness at the hilus, of course, can only be heard 
near the spine. This dulness may gradually increase from 
a slight change in the percussion note to absolute flat- 
ness. The flatness and boardlike resistance to the per- 
cusang finger are very often due, not to the tumor itself, 
but to the atelectasis caused by the tumor. Woillez' desig- 
nated as characteristic of lung tumor what he called the 
"tympanisme Ihoraciquc," which consists of a tjTnpanitic, 
immediately preceding the full, percussion note. This has 
not turned out to be a pathognomonic sign and is wellnigh 
forgotten. 

■ Table I, No. 277. 

• Dictionn. de Dittgnoet. m6d., Parw, 1870, 2d Ed. 
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Characteristic of these earlier stages is, further, the 
fact that with dull or flat percussion, auscultation showa 
diminished respiration. Where pleuritic effusion or pleu- 
ritic adhesions and thickenings can be excluded, which is 
comparatively easy for the upper anterior portions of the 
chest, this sign of increasing dulness with diminishing voice 
and breathing sounds is extremely suggestive, and while 
not absolutely pathognomonic of tumor, should make the 
presence of tumor highly probable. The mechanism of 
the sign, — increasing dulness with diminishing voice and 
breathing without pleuritic effusion, — is of course given in 
the more or less complete obstruction of a bronchus, by 
which means those portions of the lung not affected by 
timaor are in a more or less complete state of atelectasis. 
Most interesting in this coimection is the case reported by 
Komer.' In this case there was flattening of the right 
chest, absolute flatness of percussion, and entire absence 
of respiratory and vocal sounds, — in a word uncomphcated 
and complete obstruction of the right main bronchus, a diag- 
nosis that was confirmed by autopsy. The area of dull per- 
cussion note in these cases is usually sharply defined, as 
distinguished from tuberculosis and pneumonic conditions, 
where the delimitation is more diffused, the abnormal per- 
cussion merging gradually into the normal. The configura- 
tion of the area of dulness or flatness is, however, usually 
quite uregular, according to the topographical disposition 
of the tumor, its depth, its extension, and its surrounding 
reactive processes. 

As the tumor grows and degenerations of various kinds 
make their appearance, as breaking-down and irregular 
excavations in the tumor come about, — and it has been 
stated above that this happens much more frequently than 
most authors concede, — the percussion note and ausculta- 
tory signs must necessarily change in character and become 
variable to a considerable extent. Tympanitic percussion 
note, amphoric breathing, metalhc rales will show the 
preeeQce of a cavity, and when a case has reached tbla stage 

> Table I, No. 147. 
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one is apt to pardon the clinician who does not hesitate to 
di^nosticate tuberculosis. Besides more or less profuse 
bsemorrhages, it is not unusual to find at this stage irregular 
fever of considerable intensity and night sweats. The fever 
may resemble the hectic type. Notice is to be taken, also, 
of the broncbiectatic dilatations which occur so often and to 
80 great an extent, as a consequence of obstructed bronchi. 
Here percussion as well as auscultation offers frequently 
interesting changes. If the bronchus is completely closed 
for a long time, the broncbiectatic cavity naturally fills with 
secretion, — pus, mucus, blood, and so on, — possibly 
continually dilating, and the percussion note over this will 
be dulness to flatness, and auscultation will hear neither 
voice nor breathing. Suddenly, as it were, the bronchus is 
reopened by ulceration and degeneration of the obstructing 
tumor, there is a free discharge of the broncbiectatic con- 
tents, and in the place where formerly there was abso- 
lute flatness, we have now the tympanitic note and the 
auscultatory symptoms pointing to a caWty. 

It is obvious that these signs can only occiu- in very 
late stages of the disease. The process may be varied 
in different ways and it may be taken as characteristic 
of these later ulcerative stages when such sudden changes 
in auscultation and percussion appear. As a good illus- 
tration of these conditions may be mentioned the case of ' 
Amal.' In this case there was total absence of breath- 
ing, but normal percussion over the entu^ right lower 
lobe. There were all the other symptoms of a mabgnant 
growth in the lungs. Very suddenly, and only a few days 
before death, the respiratory murmur was again distinctly 
beard over the right lower lobe, — in other words, the tumor, 
partly compressing, partly proUferating into tbe right mtun 
bronchus of the lower lobe and completely filling it and 
preventing the passage of air, had ulcerated away to a 
great extent and thus again permitted communication with 
tbe air. It has frequently been said that percussion over a 
neoplasm of the lung offers a greater resistance to the finger 

'Tablel, No. 13. 
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than U normal. This sign, however, depends on so many 
varying factors, as the closeness of the tumor to the chest 
wall, the condition of the lung, etc., that it is not constant 
and not characteristic, though when present a welcome 
corroboration. 

Another sign of great diagnostic value is the auscultatory 
symptom, to which Behier ' gave the name of "comage." 
This is a sound very similar to that obtained from the 
trachea when partially compressed. It is pathognomonic of 
bronchial obstruction and might be considered, especially 
when heard about the root of the lungs, and better still 
when accompanied by some dulneas, as an almost certain 
sign of tumor. It must be remembered, however (and for 
that reason the word "almost" is inserted), that certain other 
conditions which may result in bronchial obstruction must 
be excluded. This should not be difficult, for probably all 
the processes which may result in bronchial obstruction, 
and thus in an audible coniage, are acute. Thus it is not 
unusual to find the sign in acute, severe bronchitis or in an 
influenza pneumonia, or even in chronic bronchitis when a 
bronchus happens to be obstructed by masses of \'iscous and 
tenacious mucus. But in all these cases the obstruction is 
temporary and disappears as a rule in twenty-four hours. 
But in tumor the comage is practically constant and will 
remain so until the bronchus is completely obstructed, or 
will disappear after a comparatively long time when the 
bronchus, through ulceration, becomes again freely perme- 
able to air. Com^e may be a very early symptom. 

2. The mediastinal type of lung tumor. A bronchial 
cancer, — and it is indifferent of what order the bronchus 
may be, whether large or small, — has two main preformed 
routes of extension at its disposal. The easiest and most 
natural, and the one that is in the majority of cases primarily 
resorted to, is along the bronchial ramifications and the 
peribronchial tissues into the interior of the lung. This 
holds good also for those sarcomata that originate in the 
minute peribronchial glands or in the peribronchial connec- 
■ Gu. de Hop., April, 1S07. 
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tive tissue. In the later stages the bronchial wall is apt 
to be broken down and penetrated by the tumor, and thus 
the bronchial and then the mediastinal lymph nodes become 
involved and are occasionally enormously enlarged. The 
mediastiBal lymph nodes, possibly both anterior and pos- 
terior, now take part, the mediastinum is filled with tumor 
masses, the pericardium may be covered or even penetrated 
by the neoplasm, pericarditis develops, secondary growths 
in the heart appear, the large vessels, both aorta and cavie, 
the pulmonary arteries and veins are surrounded and either 
compressed or penetrated by the tumor. It should be 
mentioned that the aorta, while often much compressed, 
so far as the writer's knowledge goes, never takes part in the 
tumor proliferation and is never penetrated by it. As a con- 
sequence of all this crowding of the mediastinal organs, the 
superficial veins of the chest are dilated, sometimes to a huge 
extent, and cedoema, varying from oedcema of a single arm, 
or the face, to a general cedoema of the entire body, arises. 
One or the other, sometimes both, of the larj-ngeal recurrent 
nerves are involved, the trachea, lai^e bronchi, oesophagus, 
are compressed, obstructed, and even penetrated by the 
tumor. The participation of the cesophagus causes the 
dysphagia so frequently reported. And thus all the symp- 
toms of an intrathoracic growth, or more especially of 
primary mediastinal tumor, are evolved. Sarcoma, origi- 
nating at the hilus of either lung, differs from this group of 
symptoms in so far as the direction of the growth is less 
towards the lung and tends to advance more rapidly and 
at an earlier stage of the disease toward the mediastinum. 
It is tliis mediastinal tj-pe of tumor that usually causes 
the dreadful attacks of asphyxia and orthopnoea mentioned 
above. 

3. The pleuritic type. In cases belonging to this type, 
the symptoms referable to the pleura predominate. So far 
as tumors of the lungs and bronchi are concerned, this 
form corresponds to a rather late stage of the disease. In 
primary malignant disease of the pleura, however, which ia 
beyond the scope of this monograph, this form usually marks 
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the begmning of the lesion. The symptoms in the main 
are those of acute, sub-acute, or chronic pleurisy. There 
is stabbing pain in the chest, radiating to the shoulders or 
in other directions, and all the signs of a persist«it pleuritic 
effusion, which too often tend to mask more or less com- 
pletely the symptoms of pulmonary disease. We have the 
absolute flatness on percussion, the total absence of voice 
and breathing on auscultation, very often the obUteratJon of 
the intercostal spaces, frequently the bulging of these same 
spaces. 

In nearly every case of lung tumor, the pleura partici- 
pates to a certain extent in the morbid process, sometimes 
with sometimes without effusion; according to Herrmann' 
in fifty per cent of the cases. In this pleuritic type, how- 
ever, effusion more or less profuse is always present and is 
likely to recur after tapping of the chest, so that these 
tappings must be repeated again and again, at longer or 
shorter intervals. In ordinary pleurisy the aspiration of the 
effusion affords prompt relief of the harassing symptoms. 
Even in the pleurisy associated with extensive tuberculosis, 
this rehef can be recognized. It is characteristic of the 
type of tumor under discussion here, — though it applies 
also to primary carcinoma of the pleura, — that relief after 
removal of the pleuritic effusion either does not follow at 
all, or lasts but a very short time. As a nJe there is 
no abatement of the cough, dyspncea, expectoration, and 
general distress, but there may be intense pain caused by 
the wrenching of the diseased tissues. Some exceptions to 
this fairly general rule are on record, such as the case of 
Unverricht,* where, after one or two a.spirations of sanguin- 
olcnt Huid, all symptoms seemed to disappear, the patient 
felt entirely well and gained in weight, until secondary 
tumors made their appearance in the skin where the aspirat- 
ing needle had penetrated. Hampeln' also reports a case 



' Deut. Afchiv. t. klin. Med., Vol. 63, 1899. p. 583. 
' Beilj4g« »ur klin. Geechichte dor krebeigen PleuraergOnK-, Z'Uchrift t. klin. 
Med.. Vol. IV, 1882, pp. 79 ff. 
■Tnblcl, No. 101. 
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in which the pleuritic effusion was absorbed without tapping 
and without reciurence. These cases, however, are rare 
exceptiona. 

The fluid recovered by the first few tappings may be 
clear yellow serum, but sooner or later it is certain to 
become bloody. It is well known that bloody pleural 
effusion occurs in other diseases, especially in tuberculosis, 
and is in itself, therefore, not pathognomonic of malignant 
tumor of the lungs or pleura. It is said, however, that the 
change from initial clear serum to bloody effusion is charac- 
teristic of neoplasms of the lung. It is uncertain whether 
this is correct or not. It is reported, on the other hand, 
very often that a thick, chocolate-like fluid is recovered in 
the later tappings. This, according to the writer's opinion, 
is certainly pathognomonic for malignant disease in the 
pleural cavities. Adipose and chylous effusions into the 
pleura are reported, but are found very rarely in malignant 
neoplasm of the lung, — certainly much less frequently than 
in the disease of the peritoneum. The same holds good 
for empyema. In the case of Walch ' it was evidently a 
pneumococcic affection and had no direct relation with the 
carcinoma. Nothing characteristic has as yet been found 
by the bacteriological examination of the pleuritic effusions. 

The results of the cytological examinations have been a 
subject of much discussion, with no positive conclusions. 
Ehrlich * has called attention to the diagnostic importance 
of the presence of organically comiected cell-groups in the 
effusion. Frankel has called attention to large vacuolized 
cells, sometimes attaining gigantic dimensions. These are 
probably tumor elements and this is assured if they are 
found to contain glycogen, but they probably belong to 
primary diseases of the pleura. It is therefore not very 
difficult to diagnose the presence of malignant tumor in the 
chest from the study of the cells in the effusion, if such can be 
found. It is, however, almost impossible, under the condi- 



■ Cftncer du poumon gauche, pleur^ie purul< 
de Paris, 1803, Vll, S6t. 6. 

■ p. EhrUol), CUriU-Atuulen, 1880, Jahig. VU, p. 236. 
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tions ^ven, to distinguish an endothelial from an epithelial 
cell, and therefore a primary endothelioma of the pleura from 
a carcinoma of the lungs, and it is wise not to depend for 
diagnosis on the cytology of the pleural exudate alone. 
This rule should hold, even though exceptions are possible, 
as in the case of Hellendall,' who found in the bloody effu- 
sion in the chest white particles consisting of heaps of round 
cells, sufficiently characteristic to warrant the diagnosis of 
sarcoma of the lung, — a diagnosis which was confirmed 
by autopsy. Kronig,' on making a probatory puncture, 
penetrated the tumor with the needle and found attached 
thereto white particles which microscopic examination 
showed to be lympho-sarcoma, and he was thus enabled to 
obtain an absolutely certain diagnosis during life. He 
devised a method based on this, by which in every doubtful 
case the attempt was to be made to remove particles of 
tumor by aspiration. There are serious objections to this 
method. It is not only very uncertain in its results, as the 
needle does not always return with tumor particles, but 
usually only with a little blood, but there is actual danger 
of causing a hEemorrhage. 

It may be taken as a trustworthy sign of malignancy if 
a paralysis of the recurrent laryngeal is observed on the 
side of the pleuritic effusion. It has been stated above 
that as a rule there is no relief after removing the effu- 
sion in cancerous pleuritic effusions. It may also be asid 
that, after removal of the fluid, the various phenomena 
of percussion and auscultation, which until then had been 
masked, will appear in uiunistakable distinctness, and 
thus greatly assist in the diagnosis. The dislocated heart 
which, on removal of the pleuritic effusion, will make 
no attempt to return to its normal place, — other symp- 
toms being favorable, — suggests tumor. The retraction of 
the affected side of the thorax, accompanied by increased 
dulness and impaired or entirely abohshed respiratory 
motions, when caused by a thickening of the pleura, some- 
times to an enormous degree, is not at all characteristic of 
' Table U, No. 35. ■ Table U, No. 42. 
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malignant growth in tlie lungs after the stage of effusion 
is over, but is well known to occur in other forms of 
pleurisy, especially in tuberculosis. 

(o) The pleuritic type without effusion. This is most 
typical and applies almost exclusively to those large mas- 
sive sarcomata or lympho-sarcomata that are apt to fill the 
greater part of the chest. It marks, of course, a late stage 
of the disease. There are all the signs of a pleuritic effu- 
sion, often increased circumference of the side of the chest 
involved, displacement of the heart, etc. There may also 
be present, but not necessarily so, the ordinary general 
symptoms of malignant growth of the lung, — the cough, 
dyspntpa, fever, sweats, hemoptysis, cachexia, etc. The 
exploring needle fails to discover any fluid. On the con- 
trary it seems to penetrate into a more or less sohd mass 
extending to such depths as to preclude any possibility 
of its being merely an abnormally thickened pleura. Par- 
ticles of tumor may be brought away by the needle. It 
is characteristic of this type that, while there is complete 
absence of respiratory murmur or vocal fremitus, there la 
a very loud propagation of the heart sounds, so that if 
the tumor occupies, for instance, the right chest, the heart 
sounds can be heard very distinctly over the whole of the 
right chest, both in front and in back.' This sign alone is 
sufficient to assure the diagnosis of a soUd intrathoracic 
mass. Consequently in most of these cases there is dilata- 
tion of the superficial veins of the chest and possibly of those 
of the abdomen, more or less intense dyspncea, paralysis 
of one or both recurrent larj-ngeal nerves, direct or indirect 
affection of the heart itself, the large vessels, etc. 

A few words should be said concerning some morbid 
processes which are found in the train of pulmonary tumors. 
Pneumonias, both acute and chronic, are among the most 
frequent accompaniments of lung tumors. In a number of 
cases the pneumonia is recorded as the first symptom. The 
patients state that they were taken acutely ill with chill, 
high fever, cough, rusty sputum, from which they recovered, 
> Withauer, Tabic I, No. 342. Budd. Table III, No. 13. 
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but that from then on they were never quite well. These 
acute pneumonias may be pneumococcic pneumonias or pro- 
duced by other well-known bacteria. The chronic form, if 
not of the cheesy tubercular character, is principally of the 
bdurative type. These pneumonias may lead to symptoms 
which mask the signs of the tumor, or at least are most 
perplexing. Sometimes, though rarely, they are followed 
by a genuine empyema. Atelectasis ' has been mentioned 
above and is the natural consequence of the blocking by 
tumor of larger or smaller bronchi, resulting in the collapse 
of the entire territory which the bronchus suppUes with air, 
as well as its splenification, if no change occurs in the 
bronchus. There will be moderate dulneas on percussion, 
though sometimes, — particularly if the area is email, — 
the percussion note will remain fairly normal. But vocal 
fremitus and breathing sounds are completely abolished. 
It is on account of these secondary processes that the 
extent of the dull area does not coincide with the actual 
size of the tumor. The tumor, as the X-rays have shown,' 
may be larger than the dull percussion would lead one to 
expect. On the other hand these secondary processes give 
a dull percussion note of their own, which, merging into 
that caused by the tumor, is apt to give an exaggerated 
idea of the tumor's size. 

Another comphcation which requires mention, though 
already hinted at above, is gangrene. It is easily conceiv- 
able, in fact it is almost Belf-evident, that a proliferating 
tumor in the lung, rapidly destroying lung tissue and pene- 
trating into blood vessels, can at any time envelop and, by 
compression, obstruct an artery of some size, or, by breaking 
through the arterial wall, close an artery completely, and 
by either of these means cause total ischtemia, followed by 
gangrene. According to the size of the artery involved, 
the gangrenous territory will be larger or smaller, occasion- 
ally occupying the greater part of a lobe. When a case is 
first seen in this condition, the diagnosis is intensely diffi- 
cult, — wellnigh impossible, — as even those signs in the 

' K6nier, loc. cit. ■ Leo, loc. cit. 
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Bputum which we have found to be pathognomonic are apt 
to be lacking. Under these conditions, too, the X-raya 
will not give any useful information, and it is only by most 
careful study of the history and the progress of the disease 
that a probable diagnosis can be arrived at. On the other 
hand, if the gangrene appears, after previous examination 
and observation of the patient have settled the diagnosis 
of tumor, or at least have caused tumor to be suspected, 
the gangrene will rank only as a complication. It may be 
casually added that there may be interesting involvements 
of the sympathetic wliich will in no wise interfere with the 
cardinal symptoms and the diagnosis, but which are of 
interest as again demonstrating the manifold complications 
that are constantly arising.^ 

It was not very long ago that A. Frankel * wrote that the 
X-rays were of little service in the diagnosis of lung tumors. 
Since then the X-rays have become a most remarkable and 
efficient aid to diagnosis in general, and there exists the 
well-founded hope of their increasing efficiency as further 
improvements in the apparatus and advances in technique 
are made. They have also proved, as is well known, a 
powerful therapeutic agent in many diseases, but not as yet 
for treatment of lung tumors. The hope may reasonably 
be entertained that with the systematic and proper appli- 
cation of the X-rays to the exploration of the chest, the 
diagnosis of lung tumor may be assured when no other means 
will give equally certain results. Leo' diagnosticated an 
osteoearcomia of the lungs, secondary to a sarcoma of the 
right knee, during life, with certainty and much topograph- 
ical detail by means of the X-rays, which also showed a much 
greater extent of the tumor than could be ascertained by 
percussion and auscultation. It may also be possible, per- 
haps, to obtain this diagnosis at a time when the tuimor is as 
yet very small and causing but little subjective disturbance. 

If this happy result is ever to be realized, it will be neces- 

' Krfinifc, loc. cit, ' Loc. cit, 

■ Narhweis euiei Oiteoaiu-koms der iMXige durcb RODtgenetrahlen, Beri. 
Klio. Woch., Vol. XXXV. I69S, No. 16, p. 349. 
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Bary to examine the chest with the Rontgen rays even where 
there are no symptoms pointing to any disease in the chest. 
It has been the writer's practice for a great many years, as 
an essential part of the routine examination in every case that 
presents itself at his office, no matter what the patient's 
complaint, to subject the chest to a thorough exploration 
with the Rontgen rays. We prefer the examination with the 
orthodiascope (de la Campe) and a very lai^e {I2"X16") 
fluorescent screen. Thus one is enabled at a single glance 
to observe heart, lungs, in fact, taking advantage of various 
positions, nearly all the thoracic contents dm-ing action. It 
is particularly usefiU, also, for watching the respiratory 
mobility of the lungs and diaphragm. It has repeatedly 
been noted that in lung tumor the mobility of the lung is 
markedly diminished or entirely abolished. In cases of medi- 
astinal tumor the respiratory mobility of the lung remains 
unchanged or is increased, and Jucobson ' has found this 
valuable in distinguishing between the two tj^pes of timior. 
With good light, good apparatus, and some experience, com- 
paratively minute lesions in the lungs can be discovered. 
Any abnormality that is thus brought to notice can be per- 
manently fixed for further reference by the photographic 
plate, approximately accurate measurements can be ob- 
tained, and thus the gradual enlargement of the timior 
verified and its blastomic nature determined. The shadow 
of a carcinoma or sarcoma just starting from the hilus and 
gradually extending toward one of the pulmonary loljes is 
a very striking picture when seen with the Rontgen rays, 
and often suggests the tumor diagnosis when the observer, 
though other characteristic symptoms were present, would 
have been led astray. The interpretation is more difficult 
when the shadow extends over the upper lobe of either side, 
as this is the favorite localization of tuberculous processes. 
Sometunea the sharp linear delimitation at the base of 
the shadow makes for tumor rather than tuberculosis. It 
sDeaks for tumor, also, if the affection is confined to one 

rimlre Lungen und Mediutiiul TumoroD, Fwt«chr. f. Iauiub, Berlin, 
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upper lobe, for as these pictures are seen only after the dis- 
ease has progressed to a certain extent, the upper lobes of 
both lungs, if the process were tuberculous, would probably 
have been affected. The shadow remaining unilateral 
speaks for tumor. The absence of tubercle bacilli in the 
bloody sputum, with the increasing shadow on one lobe only, 
also suggests tumor. But where tuberculosis is associated 
with advancing carcinoma or sarcoma of the lung, the 
Kontgen rays are of Uttle value, and if a differential diag- 
nosis is possible, it must be attempted by other means. 
It is beyond the scope of this study to enter into further 
details concerning the X-rays. The reader is referred to 
the well-known books of Holzknecht,' Grodel,' Grunroach,' 
and Amspei^er.* The details, however, as to the value of 
the X-rays in mahgnant lung tumors may be studied by the 
reader in the cases recorded by Otten ' and Mtiser,* from 
the Eppendorf Krankenhaus, Hamburg, under the direction 
of Lenhartz, 

Another recent aid to diagnosis is the bronchoscope, that 
has been so successfully employed in various affections of 
the trachea and the larger bronchi. It has also done service 
in establishing beyond doubt the presence of a bronchial 
neoplasm,^ Karrenstein' reports the case of a male forty- 
eight years of age, in which the tumor, taking origin from 
the large bronchus immediately below the first division 
of the right main bronchus, was made distinctly visi- 
ble by the bronchosoope, the tumor having been suspected. 
H. von Schrotter ' reports a' case of a male forty-four 
years of age where the bronchoscope showed very plainly 

■ Mitl^il. &ua Laboratorium for radio! ogtsche Diagnoetik und Tberapie, 
Jena, 1907. 

■ RdDtgP^diagnostik in der inn. Med., Mllnch., 1909. 

■ t'bcr die dioKnostisclie und ther. Bedeutung dar X-Strablen t. d. inn. 
Msd. n. Chif.. Deiit. Med. Worli.. 1899, No. 37. 

■ Die RdnlBenunlersuchUDg der BnieUirgtuie, Leipzig;, 1909. 
•Tabid. No. 228. 

•Table 1, No. 205. 

* Killioc. Zur diaKDORtiachen Venvertung der olx>rcn Broachodcopie bet 
LunitencarciDoni, Berl. Klin. Wochenwhr., 1900, p. 437. 

•Table I, No. 141. 

• Table 1, No, 325. 
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a prominent tumor in the right bronchus from which a 
piece was exsected for microscopic examination, which 
showed cancerous epithelia with glycogen reaction, and 
thereby settled the diagnosis. 

It is always unwise to endeavor to prophesy as to future 
possibiUties, at least within the domain of biology and 
pathology. It cannot be denied that the field of bron- 
choscopy may be greatly extended by improvements in appa- 
ratus and in technique. It is, however, the writer's opinion 
that its usefulness in the diagnostics of lung tumor, at this 
writing at least, is limited. It appears at present that from 
the nature of things, bronchoscopy can make visible only 
Buch tumors as have involved the upper bronchi. Of what 
occurs in the bronchi of lower orders and in the depths of 
the lung, the bronchoscope leaves us in utter ignorance. 
Moreover, there are undoubtedly many cases that come 
under observation, late in the course of the disease, where 
the dyspnoea, brain involvements, and other concomitant 
symptoms are of such gravity, and menace life to such a 
degree, that even the boldest would hesitate to introduce a 
bronchoscope, though there remained but little doubt that 
the instrument could make visible the involvement of the 
upper bronchi. In such cases the diagnosis should be made 
by other means, — especially as even the exact recognition 
of the tumor by the bronchoscope would be of little avail 
to the patient. 

In concluding the clinical part of the subject, it is still 
necessary to mention a few points which may be helpful 
in differentiating lung tumors from other diseases closely 
resembling them ua symptomatology, and for which they 
might easily be mistaken. First and foremost, of course, 
is the question — tuberculosis or tumor? This question can 
be easily answered at autopsy, but it is not quite so simple 
in the Uving person. Some points in the differential diag- 
nosis have already been brought out. The small tumors, 
particularly cancroids, described as growing from the 
walls of a tuberculous cavity, will probably never be diag- 
nosticated, unless pathognomonic cells in the sputum direct 
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attention to the possible existence of tumor in the respiratory 
system. At any rate it is always advisable to remember 
the exhortation of Gerhardt, — always to suspect tumor in 
persons of advanced age where tuberculosis is not Ukely 
and cannot be found by ordinary examination, and where 
there is cough with bloody expectoration. It ia plain 
that the differential diagnosis as between tuberculosis and 
tumor cannot be made at once, but requires prolonged and 
most careful examination and observation. Even then it 
will often be impossible to decide absolutely. That it can 
be done, however, is shown, among others, by the follow- 
ing case of Fessen.' This concerned a man forty-five years 
old, who had pulmonary phthisis and a cavity in the right 
apex. Tubercle bacilli were found in the sputum. The 
tuberculosis gradually improved and showed signs of 
cicatrization. Opposed to this, however, was the cough with 
scant expectoration, the general cachexia and sharply 
defined complete flatness. The puncture was negative; 
the Rontgen rays showed a dense shadow, very sharply 
defined at its lower border. This alone sufficed to justify 
a diagnosis of tumor of the lung. This diagnosis was 
corroborated by the bulging of the intercostal spaces, the 
dilatation of the veins, the small radial pulse on the affected 
side of the chest, the oedcema, and all the symptoms of a 
bronchial obstruction completing the cUnical picture. The 
autopsy showed a cicatrized tuberculosis of the left lung, 
and in the right apex a cavity, and the lower portion of the 
right upper lobe cancerous.' The sudden changes in percus- 
sion and auscultation, of which mention has been made, are 
not likely to occur in tuberculosis, but speak for tmnor. The 
absence of bacilli in the sputum, it is hardly necessary to 
mention, may persist for a long time in tuberculosis, but in 
advanced cases, especially where extensive ulceration has 
taken place, tubercle bacilli are sure to make their appear- 
ance. The modem tests for tuberculosis, — the injection 
test, the Wolff-Eisner and von Pirquet tests, — will only be 
helpful if persistently negative, as only in that case do they 
> Centralbl, I. innete Med., 1906, No. I. * Wolff, loo. cit., p. 817. 
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help to exclude the presence of active tubercxUosis. Further 
experience and improvement in methods may possibly 
result in greater facihty and precision of this diagnosis. 
Enough has been said to show that no hard-and-fast rules 
can be given to diagnosticate lung tumor in a tuberculous 
individual. The hints as to difEexential diagnosis that have 
been given may serve in a general way as guides, but the 
physician must mainly depend upon his own insight and 
judgment in each individual case. 

If a lung tumor happens to be first seen when it is far 
advanced, the suspicion of the presence of an aneurysm 
may arise. This is hardly to be expected in the ordinary 
case of carcinoma of the lungs, where the history, the train 
of symptoms as outlined, the cells in the sputum, etc., will 
speak against aneurysm, although as a matter of fact an 
aortic aneurysm is rarely to be absolutely excluded. The 
differentiation as between sarcoma and aneurysm is some- 
what more difficult, as sarcoma naturally tends to grow more 
towards the mediastinum and away from the lungs than 
does carcinoma. In some cases the Rontgen rays may help, 
although as a rule they are useless. A tumor lying upon 
or adherent to the aorta will pulsate. The pulsation is 
generally of a lesser extent and more definitely circumscribed 
in aneurysm, while in the case of tumor it is of a more 
diffused character, involving sometimes the entire chest. 
The difference in the radial pulse, as mentioned above, 
a common sign in pulmonary tumor, will not aid in recog- 
nizing an aneurysm unless the smaller pulse is found on the 
side opposite to that to which all indications point as the 
seat of the tumor. A. Frankel and others called attention 
to the fact that lung tumors usually cause a paralysis of both 
recurrent laryngeal nerves, while in the ordinary forms of 
aneurysm of the arch of the aorta it ie only the left laryn- 
geal recurrent that is affected. Only in exceedingly rare 
cases, in cases of enormous size of the aneurysm or of mul- 
tiple aneurysms, has paralysis of both laryngeal nerves been 
observed.' As the case proceeds, secondary visible or pal- 
' B&umler, Deut. Arduv. t. klio. MeU., Vol. IJ, p. SOS. 
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pable tumors, the usual characteristics, etc., will assure the 
diagnosis of tumor, to the probable exclusion of aneurysm. 
The tendency for the spreading and enlai^ement of aneurysm 
is naturally more toward the left than toward the right side. 
This fact may occasionally be of some use in diagnosis. 

Stokes and Graves mentioned a certain asymmetry of 
the thorax in cases of malignant neoplasm of the lung. 
A. Frankel and others have in recent times called attention 
to this as an almost pathognomonic symptom. The asym- 
metry consists in the retraction of that aide of the chest 
where the tumor is supposed to be localized, especially in its 
posterior and lateral aspects, after tapping of the pleuritic 
effusion. This "r6tr€cissement thoracique" is supposed to 
be caused by the rapid involvement of the pleura, with its 
consequent thickening, by which the proper expansion of 
the luiig is prevented. 

As a curiosity which does not occur very frequently, but 
which, when it does happen, can hardly be distinguished 
from primary malignant tumor of the iung, see the case of 
Boris.' In this case there were all the sj-mptoms from which 
a diagnosis of primary malignant neoplasm of the lung could 
have been made, though the clinical diagnosis was tuber- 
culosis. At autopsy no positive anatomical diagnosis was 
attainable and it was only through microscopic examination 
that the tumor was found to be chorionepithelioma, the 
prinaary focus being an insignificant and easily overlooked 
spot in the broad ligament. The case of Couv^lere » may 
also be mentioned as one of those congenital cystadenoma- 
tous structures which might occasionally be confounded with 
primary malignant tumor. A glance at some of the other 
cases recorded in Table IV will show a number of instances 
of congenital adenomatous, cystic, and some secondary, 
tumors of the lung which might be confoimded with pri- 
mary malignant neoplasms, and in many cases the differ- 
ential diagnosis will be almost impossible. There are some 
of particular interest, as the case of Dionisi,' the case of 



' Triile IV, No. 1. 



• Table IV, No. 7. 



'Table IV, No.fi. 



106 PRIMARY MALIGNANT GROWTHS OF THE LUNG 

Lesieur et Rome.' In the latter there was a large massive 
cylindrical celled typical carcinoma in the lung, where only 
a careful autopsy showed the primary focus to be a very 
insignificant nodule in the rectum. The tumor in the lung 
had precisely the character of the rectal cancer and is further 
remarkable for the fact that it is the only secondary timior 
of the lung on record which consists of one large massive 
growth. The case of Laseque ' is also to be noted as a case 
of lympho-sarcoma, where the primary focus could not posi- 
tively be determined, but may have been in the lung, and 
the case is remarkable for the very imusual generalization 
of the Ij-rapho-sarcoma simulating a primary tumor. The 
cases of dermoid tumor of the limg, — that of Sommers » 
and Sormani,* — though they may in many respects, for a 
time at least, be mistaken for primary malignant neoplasm 
of the lung, will soon appear in their true nature by the 
expectoration of hair and other dermoid components. 
Of great interest, also, is the case of Linser,' which might 
easily have been mistaken for a malignant tumor of the 
lung, but which on autopsy turned out to be a congenital 
cyst-adenoma of the lung with a profuse production of 
mucus. Boecker,* when presenting his interesting case of 
the production of mucus in a case of carcinoma of the lung, 
speaks also of the cases of Lohlein' and Helly." He be- 
lieves that Lohlein's CAse is a genuine case of carcinoma with 
profuse production of mucus. The character of Helly'a 
case is not yet satisfactorily determined. There is also to 
be mentioned the case of Jores.» In this ease a dermoid 
cyst of the left lung was connected with a malignant 
cysto-sarcoma. It is not necessary to go into the details 

■ Table IV, No, 13. 

• T^.le IV, No. 12. 

• Tabic IV, No. 17. 
' Table IV. No. 1 
' Obcr einen Fat 

167, p. 281. 

• Table IV, No. 14. 
•Table I, No, 122. 

*I^b« die V«rbiii<lung einer DennoidryBte mit malignem CyBtosaroom 
da- linkcD LuDge, Virch. Arch., No. 133, p. 66. 
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of the case. There seems no doubt that the sarcoma was 
developed secondary to the congenital dermoid cysts. 

It is customary, in the study of any cUnical subject, to 
conclude with a careful discussion of the treatment. The 
treatment of primary malignant growths of the lung has not 
required raueh discussion in the textbooks up to date, and 
if mentioned at all is finished off with one or two lines. 
The diagnosis of a cancer of the lung was the death-warrant 
of the patient. In former times, before medicine determined 
to become one of the natural sciences, the patients were 
treated, not for cure, but for relief, by all sorts of barbarous 
means. It is about one hundred years ago that Heyfelder,' 
disgusted with the treatment that these unfortunates were 
receiving under all sorts of diagnoses, — ■ the blood-letting, 
the purging, the salivation, etc., — urged upon physicians 
the necessity of recognizing these caserS as cancer and as 
hopeless, and begs them not to add the torture of medical 
treatment to the sufferings consequent upon the disease 
itself. "Optima hie est medicina, medicinam non facere." 
Present-day medicine treats these cases purely sj-mptomat- 
ically with the sole object of relief, and the interest attaching 
to an accurate diagnosis is mainly theoretical and scientific. 
It is not to be wondered at that the physician takes httle 
interest in types of diseases that offer not the slightest hope 
of therapeutic success. It cannot really, he thinks, if he 
thinks at all, make any difference to the patient if he is to 
die of a pulmonary phthisis or of a far advanced pulmonary 
cancer. It is not very many years ago that Benda' was 
justified in asserting that cancer of the lung occupied a 
unique position, inasmuch as it was the only cancer that 
was absolutely beyond the reach of the surgeon; but he 
vent a step further and added that no matter what progress 
surgery might make, it could never hope to deal satisfactorily 
with lung cancer, as it would alwaj's remain impossible to 
make the diagnosis early enough for any reasonable expecta- 

' I^, at. 

■ Zur Kennlnin dee PflasteicelleDkrebeee dcr Bronebiea, Deut. Med. 
Wocbeiucbr.. 1904, p. 1454. 
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tion of a cure by surgical interference. This is a practical 
illustration of bow unwise it is to attempt to set limits to 
the progress of science. Since Benda made this daring state- 
ment, matters have completely changed. The technique 
of thoracic surgery and especially of lung surgery, — thanks 
to the efforts of Brauer,' Friedrich,* and Gaird and Quincke,* 
and in a more practical manner the efforts of Sauerbruch, 
Willy Meyer, Meltzer, and Lenhartz, — though evidently 
still in its beginning, has already developed to a marvellous 
degree. Lenhartz * succeeded in operating several cases 
of cancer of the lung, and in one case, to all appearances 
desperate and hopeless, by removing the affected lobe in 
its entirety, prolonged the patient's life for a year and a 
half, and with comparative comfort. There is every reason 
to hope that the technique of this new branch of surgery 
will be still further developed and that in the near future 
thoracotomy and operations on the lungs will be attended 
with no more risk than are peritoneal operations to-day. 
If this is so, a new and great responsibility is placed upon the 
shoulders of internal medicine. It will be necessary, not 
only to educate the opinion of the laity so as to induce them 
to submit to these operations with the same readiness with 
which they now submit to peritoneal operations, but it will 
also be the sacred duty of the physician to recognize these 
cases and to recognize them as early as possible. The physi- 
cian must be imbued with the conviction that raalignant 
pulmonary disease occurs much more frequently than is 
commonly beheved and that he may meet it any day in his 
practice among the young, as well as among the old. As at 
present the conscientious physician examines every chest 
for possible tuberculosis, so in the future every chest will 
have to be examined for possible tumor. The writer would 
go still further. Where all the means of diagnosis outlined 
in this little study fail, where there is sxispicion of tumor, 

' Iteferat Ober Lungenchirurgie, Verhaodl. tier Gesellschaft Deut. Natur- 
foTMher und Artie. September, 1908, 

• Die ChimtBie der LunRcn, Archiv. f. kUn. Chir., 1907. Vol. 82, p. 1147. 

' GruodriM der LungenctiiniTKie, Jtma., 1903. 

*Cotd. the v&rioua publications of the H&mburger Staatakrankenhaus. 



CLINICAL (Continded) 



109 



but no assurance is possible, there should be, — it is emphat- 
ically here stated, — as Uttle hesitation in resorting to an 
exploratory thoracotomy as there is nowadays in submitting 
to an esploratorj- laparotomy, A very few cases have been 
treated in this way.' The writer himself has had occasion to 
advise exploratory thoracotomy in two cases, but neither 
the physicians nor the lay public are as yet educated up to 
the proper point of view, and both cases preferred to die of 
cancer without an attempt at cure or relief. But even in 
cases far advanced, where there is apparently no hope what^ 
ever and death seems imminent, a thoracotomy may, under 
certain conditions, be indicated. It is obvious that no one 
would think of operating on the very aged, with predominant 
brain sj-mptoms, or in any case where the lung symptoms 
are more or less in the background; but a thoracotomy, with 
a possible resection of one or two or three ribs, by draining 
off continually recurring effusions, by the decompressing 
effect produced thereby, quite similar, in fact, to the opera- 
tions now performed for brain tumor, may give relief and 
produce euthanasia, in the place of otherwise imspeakable 
torture. 

In conclusion, the writer may be permitted to express the 
hope that mahgnant disease of the lungs, so disastrous in its 
results, may perhaps in the near futxire be summarily dealt 
with in its incipiency, or at least modified in its progress, so 
as in some measure to assist in diminishing the sufferings of 
humanity. The writer's ideal hopes will be fulfilled if this 
essay contributes In ever so small a degree to this result. 

> MUwr, Table 1, Ko. 208; Bendft, loc. cit., and a few athcra. 
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tinal lymph 

DOdM 


No detail! 


4 


^Bfodeun* 


Medullary tumor of titht 




Alveolar 


Origin (n>m bron- ^H 




main bronchua and its rami- 


nodes at 








fieationa. Broochipetatic di- 


hilus 


ttnndUaUtd 


.«»— ^^_ 




latAtioDS and lobular poeu- 










tuDt. »l«o some tuberitiW 


















Sranulations. Upper cava 




















by tumor 






^^H 


^niodetAiL. 


Cavity In rinht upper lobe. 


Right bron- 


Alveolar 


Origiit from bixin- ^H 




chial lymph 


rtructurc: 
large epithe- 


dual muooDS i^Mids ^^H 




Mcdullaiy cancer in right 
main bronchus and branches 


node 






pleura, thy- 


ial cdls with 








roid, liver, 


coi3dege^^ 






plasm eitands through lung 


both BUPW- 






along bronchial ramilica- 


renal. 


ation 






tiona directly into cavity. 










Inliltmtion and compres- 








^1 .iv.ro. 


rion o( upper cava and vona 
















L 1 



BBaBtc, J. Warbcicton 
Archiv. of Mml.. II. 

London, 1860-61, p. 



Brooklyn Med. Jour.. 

VoL V, 1901, p. 703 

Primuy CuTiDoma of 

tbeLung 



Dial. FrabuTK- No 
dmU 
Daa primtre LuogeO' 



Alwayi healthy. Cough, htuky 
voice, iDtciucdyspuieB: rapid ankcia- 
-"- CEdffinia right face, nerk. arm. 
ivef upper aleniuiD. DuioeH to 
2d rib; diminished reapirutory motion 
sod (recti ■ Cub. Feeble, BlTiduioui. 
highly bronrbiol rcBpiration. Tap- 
>iag of chest gave tempontry reliiif, 
□ 23 days was tupped 10 timea, total 
imount of clear serum being 650 
luQcea. Duratian of diaeaae about 



Cough, headache, vomiting, fever. 
Emnciatiou, intense dyBpnoea, neurai- 
_ ~n right arm. Right cheat 3 cm. 
larger than left. Dulnesi with tubular 
^.reathing and amphoric voice on 

Ight upper chest. Enlarged glanda 

ver right claviclo 



Always in good health until atlack 
tf "grippe pneumonia." Kffuaion in 
left pleura; aspiration withdraw* 
Kropurulcnt fluid. Patient improved, 
but there was an early rccuireaco and 












, . One week before death a 
lute appeared uodd the skin on th« 
of lelt chest 



iCt«MDn£ 
lema « 



Flsinen over 

upper right chrat; dulneu below. 
Bronchial rrapi ration. Enlarge 
jf aiillary lymph nodes 



jmingpam m right 

Cyanosis of face. (Edipma of neck 
both arms. Clubbed fingers. Dul- 
nosa posteriorly from 2d dorsal to 
' of Bupula. Below elaviclo 
iorly. bronchial respiration 



No clinical history 



Inaok^H 





ACnOFBT MDTIa 


HffTABTAaBS MICBOSCOPB 


B«^ 


».„ 


Large ■■enoephaloid'' can- 
cer under upper i a( sler- 
auni iorolTing □t^aily all o: 
right upper Tobo and ob- 
atmctioH m&in bronchus. 

and larse thoracic veina 


No details 


■' Distinct 
cancer celU" 


carcinoma 


ria. 


Imgular ooduUr. hanJ 
white tumor, aiie of fiat in 
ri^t middle lobe 


, Right 
pleura, 
glands of 
neck, medi- 

lymph 


Author 
ftaleatbat 

taina typical 
cancer cetla 




HodeUiU 


Bloody fluid in left pleura 
thickerung of IpJt pleura 

antenor mediastinum with 
hard nodular tumor mB»ea 
coDoectinjt directly with 
nodule under the akin- 
Entire anterior left lung 
infiltrated with hard white 


Brouchial 

glanda, 

pericardium 


Sdrrhu. 

zeUa 




eell* 


Bloody aerum in right 
pleura and in pericardium 
n roediMtiniun a tumor ta- 
tendiog downward to the 
right, which involves right 

of right auricle: Ibromboaia 
cUvian, alao traobea 


Axillary 
lymph 
nodes, 
tracheal, 

and meaen- 
teric lymph 
Dodca. 
Pericardium 
left aupra- 
renal. BmaU 
nodule. 2 cm 

in ileum 


carcinoma 


thestnafi^orinthe 
ileum wsa primary 


No tubncle 
UciUi. 

t&^lioid 
selU 


1000 c.c. clear acnjm in left 
ploura. Right apex firmly 
adherent to riha by tumor 
masKa which ortend 

biJureation 


Tracheal 

chial ij^ph 
nodes 


Typical 
pavement 
epitheUuiD 




li»d«uai 


Upper part of left lung ei- 
tremely aoft tumor, nodu- 
ated with fibroua atranda 
between nodule*. Erooion 
of 2d to 6th doraal vcrte- 


No dctaiU 


No details 





.o^ 


AirrsoR 


BEX 


AOB 


",:t,i;i 


cum.u.s«.^« 


^ 


BWOWBT. 

Locoii. 


F 


66 


L 


No eliiuiial Luitory J 


33 


BlKNETT. J. HuaHEB. 

Edinburgh. 18*0. p. 

Ctuicerous t.nd Can- 
croid Growtha 


M 


46 


L 


Pain, dry couRh, dyipnoea. Left 
chtat leaa voliuniuoua than rifihl. 
Genera] dulnen over left cheat. Klal- 

reapiration; below faint aod dimin- 
iahed. iDcreaains emaciation and 

cacheiia 


34 




F 


39 


R 


Pain. radiatinE into ann and back. 

Dyapoiea; cff union in right chert. 




lUvue M6d. dB lEit. 










Nancy. ISBO 








By aspiration 2000 c.c of clear aenun; 
aspirated, later becomicg bcmoirbaKie 


S6 


Dim. MQncheQ, 


M 


63 


L 


History of tuea and urinary troubles. 
WeU until 6 year, before admiwion. 
when urinary difficulties began. Three 




1909 










Zur UinucheD Diag- 












nose d™ primftren 








ritioc, feeling of great weaknesa. 












fever, much coueh. Blabbing pain in 
chest, numbness in both bands. 
Right apei slighUy dull: many ralea. 

respiration. Albumin in urine. Chn|. 
























36 


Viicbom Arch.,- 
1«. 1896 
Uber die DiagnoBe 
malisner Lunientu- 
morea auB dem Bpu- 


F 


64 


R 


No clinical histcry ■ 


87 


BiTAcenJA, A.. 

na]e delle BdciiK Mo 
dirhe. 1004. p. 626 


M 


39 


R 


No heredity. Slight dulness. io- 
creoaed vocal fremitus and aoine moist 
ralea in right mibacapular region. All 
the reel of lung normal. No fever; 
very little cough at first. History of 




8ul Carrjoiima cilin- 




















PulBOW 








a year, particularly in arms, head, and 






















toration; fever and night sweats. 












Pain Bt right base; si™ of cavity in 






















tuberculosis 

i 




Upper left lobe denae 
. Jloiriah-wlute tumor sue 
of B large oranite. IwiUled 
nodulea of CBQCET in left lune 
■tuTTOUDcUDg large broDcbial 
tubes. Heart, right lung. 
tjui all other organs Qomisl 

Chocolate colored fluid _ 
right pleura. Right lung 
infiltrated throughout with 
Bcm. white tumors: bron- 
chiectjttiG dilatationi 



Abundant, 
mucoid, 
no tuber- 
cle badJli 



Simply sars carcinoma of 
left lower lobe. A typical 
caiarrhal hsmonhscif 
pneumonia 



^^ntMlttim 
^H eontaincd 
^^P niunemus 
^H epithelial 
cells from 
which di- 

of tumor 



later 

kut. never 
tubercle 



Tumor at hilus of left lung 
Bdheri^Dt to perieai^' 
Right lung normal 



Bronchial 
glandi and 
pericardium 



Lett pleun 
and perito- 
neum, both 
of which ai 
itudded 
with small 
□odules like 
tubercles 

left peri- 

broDchial 



Cancerous in&ltration of 
right lower lobe; also a aep- 
arate nodule not iharply 
bounded. Lymphatics large- 
ly injected with tumor 



Left lung normal; right 
lung adherent: grayish infil- 
tration in centre of lower 
which pulmonary 
structure ia no foDBer dis- 
cernible. Cheesy depodta 
broken down and forming 
eavitiee surrounded by 
merous miliary nodi 
BroDchial glands Fnlnn 
contain rhecsy 
miliary nodules: _.. 
hlscly inRltratcd. Analom- 
icat dvtgnont : tuberculosis 
of bronchial glands of lowi 



deposits, 



Lympti 



Merely 

stated that 1 

medullary 



Carcinoma 
Bimplei (sic) 
iriginating 

lembrane 



Bronchial, 

aubclavicu- 
lar glands 
and kidneys 



Author considers 
the alveolar epithe- 
lium the starling 
point ol the uoiu tu- 
in the laat 3 caaet 



which author 
considers ai 

originating 
(rom bron- 



Bronchial surface 
litbelium stated as 

starting point 



^B ^B 




1 


1 


f^^^HP 1 








■ 


.™„. 


.„ 


„. 


vol?ed' 


CLunoAL sniPTOkn 


^^M 


Betbridob 

Medical Pren A Cir- 


M 


64 


R 


Slight cauKh; proeiure over eh^^l 










Able to work until death. BuddM 




culK. Junea. 1869 








death from bsmoptydi 




Cue of Sudden Death 










^H 


BiaCB-HlBBCHTELD , 

Arch. f. Heilkimde. 
19, 1878 


M 


SO 


a 


Cough, dyspDCEB, wcakncea and ema- 
ciation; iDsomiiiii. Duloeai over right 

broDchial brealhioE behind nght uppet 






















lobeiralea. (Edccma and dil«t«l v£. 












of upper part ol body. Glands over 
both rUviclca enlarsed to sue o( fict. 






















Left lung normal 


^^m 


Blitmbnthai., 


M 


ss 


L 


Repeated henioptyiis; increavna 
new ovetwhole of left lower lobe with 




Diu. Berlin, 1681 










(quot«J after Fuch>) 










Zwei FSlle vou pri- 








broDchial respiration and incrrawd 












vocal frpmitus; later bulgiog of left 












lower ebent. Pint aspiraUon no fluid: 
later aapiration eftusion which later 
becomes bloody and under the mieio- 
Bcopo contains tumor jmrticii*. Fre- 


^V 


Boix. Ernut. 


F 


G9 


L 


No previous hislory. Patient on 
adniisHion pulseless; (ediBma of lower 




Boc. Anslomique do 










Fsju, 1891. p. 398 
CuiiMf pritnitif du Pou 








Ibihe: arrhythmia. Extensive ptfi- 














moo saucbe. etc. 








o( voice and breathing over both (idM 

af chest poaterioriy 


^^m 


BOTSUTO, 


F 


43 


L 


on alight eiertion; more reecnUy ema- 




Di«. Beriio. 1863 










De Carcinomate Pul 








Da!a,BndaevcrepaiiiiDlcftcheM. Dul- 




monum et Pleurae 










































portion. Right lung normal. Mitrrt 












regurgitation. 2000 c.c, bloody fluid 












aspirated from left chest 


^M ■ 


B«Tro«ii. 


M 


es 


R 


Oppression in right chert soon fol- 
lowed by cough, pain, fever. Right 




MUnch. med, Woch. 










1902. p. 272 












Ein FaU von primlrran 










^^H 










months later increased dulness involv- 
ing the entire lower lobe posteriorly; 
slight bulging appears; impaired nm- 

Increaungdyapncea. cMheiia and pain. 






















Death about 2 years after fir« oom- 












plaint 


m J 



Kmksd 
blood 



^Hotm, 
tioiu 

r 



lobe of right lune: tubercu- 
lac, poHibly syphilitic uod- 
uIm in kidneya 

Two tuinora in right lowpi 
lobe HUB of a hftiel Dut, oiu 
of which ulceratea into the 
broDcbus 

Entire tight upper lobe 
L- except at very top converted 
'.. a nodular mnlullBry ' 
mor extending to color 
lymph nodee in anterior i__ 
diaitinum. Compresaiou of 
upper cava. trachcH, and left 

Bloody Quid in left pleura. 
Solid tumor of left lower 
lobe from hilus to upper part 
of lobe. Tumor hoe invaded 
waU of left main brooehus 
and extends into ita ramifi- 

1 . completely ohtiter- 

atiDg the smaller bronchi. 
Lower part of left lower lobe 

oonsirtB mainly of ' 

nodules 

Large tumor occupyiog 
pester portion of upper lefl 
lobo. NumcrouB noduleaof 
ilea throughout re- 
mainder of left lung and 
pleura. Right lung nonntd. 
Effusion of yellow eerum in 
both pteurs and pencardium 

aerum in left 

..ear aerum in rieht. 

Left pleura studded with 
tumor nodules: injectian 
of lympbatics with tumor. 
Laiffe maaaea of tumor 
about the root of lun^ pene- 
to the lung itaelt 



de, pulmon- 
ight auricle, 



aod bron- 
:lual lymph 



MicToseopio 
diognoais 

gome what 



epitheLfll 
cells 



Author ■___ 

possibiUty of alveolai 



ehial and 
mesenteric 
lymph 
nodes, both 
Buprarensla 



Right lower lobe not ad- 
herent: no broncluBl glands. 
In the lower lobe Burrounded 
by a thin layer of lung tissue 
a lar^ tumor, grayish- white, 
partially firm and hard, pai^ 
y tially soft: not aharidy de- 
I fined, but merging into — 

rounding lung tissue. 
• other organa healthy 






Alveoli 
lined with 
cylindrical, 

_ jhoidal epi- 
thelium ; also 
Inric giaBt 



lasting over two yean 
with but very dight 
lystetnio disturbMiM 











LORO IM- 
















44 


Botnu-uni, 

de« Scieacea mMi- 
etin. 182d, Vol. 26, p. 
288 
ObscrvBtionB mir le 
Cauoec des PoumoDa, 
eto. 


F 


SO 


L 


i 

, Pab in ch«t,harurfiw<»ush. fever. 

of disease about 7 mootlu J 


46 


Bull, do'la Sop. Aoa- 
loro, de Pari*, 1888. 
Ofi7 
Cancer pritnltif du Pou- 


F 


04 


L 


No previom serious UIimm. For S 
moDtlu pain in left cheM. loss of 
■treuittb and appetite and much ema- 
ciation. OcciuioDally bloody stooU. 

bloody sputum. Tendameas and soma 
ontire absence of vocal frcroitm, 

to cancer of stomach. Death a few 
and dyspnma j 


40 


Glaudi and Luuca 


M 


38 


B 


™'" J 


47 


Loc. crt. 


F 


60 


L 


No clinical btstoty V 


48 


"ISS-'JiJ'VT^. 


F 


60 


L 


P^ b left chest, cou|h. (Shortly 














No. 6. pp. 1020-29 
Cms oI Probable Pri- 


































LuM 








49 


Luicet. 1800. 1. 490 


Not 


mcKUo 


Dei 





I 



J 



CABCINOMA ^^9MI 


r 


131 ^1 


™™, 


.™», »™. 


IfXTABTABCa 


taoBoscora 


H 


aDdUrgs 
pply»or- 
pboua 

^: 
ODcea 
oeit ot 








J 


Iheluf 










tio«i* 








'^^^1 


aUy 
bloody. 

Sir"- 

putrid 


Left lung d(«dy adher- 
ent; pleura mucb thickened 
and ^ninkeD; left pleureJ 
cavity | amaller than right. 
Nearly whole of loft Tung 

like tumor with broken- 
down areaa in ila interior. 
Left main bronchua com- 


Bronchial 
and medias- 
tinal glands 


Not given 


1 


^M None 


Lrfl pleara thickened aod 
infillnited with tumor, a] ho 
jiaphragm. Tumor infil- 
trstioD throughout whole of 
Irft lung. Walla ol bronchi 

nded by tumoi. Heart, 
■tomach and all other orgau 
healthy 


Right lung, 
eft pleura, 

Bonchial. 


NotglTen 


1 


^H Notctven 


Cancer of right main 
broDchua reaching to bifur- 
cation. Large eolid tumoi 
in right lung involving 
pleura and pericardium 


Bronchial 
jTnph nodea 


Cardnoma 


■ 


^1 Not civcD 


Cancer of root of left lung. 
ObMniiTtion of left mun 
broDchu* by proliferating 
lumor maasea m il» lumen 


„Frr 


Not men- 
tioned 


^ 


H^ Notd^n 


1600 e.e. bI'>ody euid in 
left pleura. Tumor in left 
lowar lobe 


None 


Cy«.4denD- 


PoaBblrbomfanxi. ^H 


^H Notgivn) 


liutrate peculiar growth of 


Not meo- 
Ibned 


Netroeo- 
lioned 


ly a caae of primary ^H 


1 1 



lO Btnui. E. Ltceit, 

TtBCSBct. Path. SoG, 

LoDdoQ. 18Qi, p. 66 

Pnmuy Cafciaoms of 



Pn«. Med. Woehen- 

Bohr., 1883, p. 497 

ZuT RMDntoua oer Bron- 



>3 Ciui:ua, 

Bulletin ■ MtmoirM 
de U Bocitti MMi- 
cals del II Op. de P&ris, 
lH»g, p. 46 
DtagDoatie pr^ape du 
CancR du Pouqiiid 
par I'fludc hintolo- 
cique dca Crnchats 

iSCOATfl. 

TrKDaKct, I^ondoD 
Path. ScH., Vol. 34. 
1868. p. 336 
ACMeofMullipUCan- 
cerouB Tumon, miLiiy 
of them Cyatjp. in 



4 CoBN. Pact. 

. Dim. Lriprig. 1B03 
Uber verhomeDdeo 



Admitted for rlgbt plpntiay: dia- 

chBTged 3 weckB later much Telicved. 
Reodmitted 16 doy» tboreafter with 
stitch in side. tpdcsmiL of far.;:, oltna snd 
ich dyspnoGs: dilatation of 

. .. ahDuldon and ftoot of cheat. 

Slight duUiosa over limited area in 
front on rieht chest. No adventitioua 
lUDg BounclH; do ha^moptyiUB. Death 
about 6 wcckH aftc^r BdmisaiOD 



No clinical hiatoly except " marlndj^^^l 
laraomus prtoent" ^^^M 



Health had been perfect but began 

I fail. Nothine could be found on 

ngi. Eipectorated 2 particlca about 

the siie of a cheirypit from which 

dia4^O0ia was made many weckB before 



■ymptoma of ti 



r of lung appeared 



Entire clinical picture dominated 
by BjrnptomB from nervoun syatem — 
vomiting. faeadache, atiabismua, 
choked diac. Normal temperature, 
lormal reapiratioo, ft'olhing fKiintea 
o dueate vj lungs. Tumors appeared 
n both femura, VDri6u9 riba. and 
iround lumbar spine. Convulsiona. 
roma, death. Duration 
ibout 8 montha 



No clinical hiatoty 



CARCINOMA ^^^^B^^P^^^ 


133 ^M 


•p™. 


AQTorai Nom 


-.^«« 


mCSOSOOFB 




K 


0SDC«r in lung, TadiaCinK 
dons bronchiJ tubea 






cancer of the luDS ^^| 








with infiltrations ^^H 


■ 










Notmeii- 


Cpper lobe of right lung 


Mediaa- 


Not men- 


^^H 


tioned 




(iDal lymph 
nodes fono- 
iog lar^ 
maaa adhcr- 

cardium, 


tioned 


m 


^B No details 


Primniy tumor id left 


Right 
luDg. both 


Papillary 
structure 


^^^H 




bOua 


sa., 


covered with 








cylindrical 




^B 




SlSKT 


No ciliated 


^^^^H 






lymph , 


yS'veok^^- 












^H 




?ple^'. aSd 
incorte. 


thcUum and 
bronchial 


^^^^H 






and medulla 










DtbothcCtV- 










bralhemi- 


Evolved 




^V 




ipheres 




^^^^^^H 


^BlodeUila 


Autofwy confirmed clini- 
cal dUgnosu 


No details 


Sections of 
the particles 
expectorated 

theUoma'"' 


■ 


Bnom 


In upper part of lower 
risbt lobe large raooed cav- 
ity, the walU of which arc 


Bronchial 


Alveolar 


Cystic adeno-car- ^^H 




™ph 


andeyiftie 


ciooma. probable on- ^^M 












fonDcd of erayiih neoplann. 


soace! lungs 


with cylindri- 


mucous glands ^^^H 




Solid tumor adhereot to bi- 




cid epithe- 






unmtion and bulnng into 


lium at baae 






both main bronchi: at two 










lilBoaa tumors proliferate 


retroperito- 


cuboid, and ■ 








polymor- 


















lymph 


interior of 








node*, vcr- 


alvcoU. 








tebne. fe- 


Much oolloid 








mun>.aDd 


and mucoid 








>l Iraat 22 


mat«ria!in 










alveoli and 








S^'i^"" 


cyst* 




^^V 




brain 




^^^^^^M 


^Ebdkta 


C«vity In left uppsr lobe 


Ribs. 


Typical 


^^^^H 




with necrotic •eqiic«trum 


plaviclo, (e- 


cancroid 




H 




with homy. 


^H 


L ' 






^^H 


^^^1 





134 ^B 


1 


1 


r TABLE ^H 


JtO. 


.™.o. 


a.. 


... 


"^oISJd 


cumo. .«^-. 




RHWnopithelial. 
knba der Lunge 








1 


5S 


Datt, 
Uaert. 1882. 11, 2fi7 


M 


43 


L 


ration at left apex; paic in left aide. 

impaired reapiratoty motion. No 

Oattenni: emaciation. Lat«r ■wbU- 
ing of liver and oacitea 


£6 


Dboin. 

.. DU.. Zurich. 18Q7 
Ubcr eiuBQ FaU von 
prini&rein LuDgeD- 


F 


60 


L 


No heredity; always healthy until 
dice and pain in abdomen. Pkytual 

cancer ol Uver. poMibly cancer of 
Blumaeh. At no time any aymptoma 


^^^^m sj 


DBLoam. 

.. Di», Jena, 1901 
Uber prim&reB Luq- 
seacftroinoni 


M 


26 


L 


No heredity: no previoua iUnea. 
Cough, tever. ecant eipcctoration. re- 
traction of left cheat from lit to 4th 
ribs; dilated veins; dulncn. Dimin- 
ished reapiratioQ but normal vocal 

Ution at left base. Later elinieal 
picture dominated by paralytic syinp- 
toms in left arm aod right face. 

places— l>Tnph nodes, ribs, ■tcmum, 
eliiill. Duration not quite one year 


^H 


DlNXLIB, 

VBfhMid. d. Path. 
Gesrll. IWO. p. G9 
Eio Fall VQD pnm&TEm 
Lungencarcmom 


M 


21 


Both 


1 


^H 


Loc. err. 
DiKUMioo by Pontck 


M 


« 


L 


Healthy and atroDg. Sudden death ^^ 
from hKmoptyaii. No other uUduwI 
symptoma 


^H 


Loc. err. 


M 


37 


L 


^tT^i^si°°'dt^ ss ,H 


^H 


Loc. err. 


F 


40 


Both 


No elinical history. Diagnooa mad* 


^H 


DOBUKNT, 

Zeitschr (.HcQkuDde 
1902. Ill 


P 


76 


R 


Cough, pain in side. DytpDces ^^^ 


L ^ 










^^^B 





B CAHCINOMA ^H^^^^W^ 


135 ^M 


.™» 


AUTOPn KOTM 


-i^AaT*»« 


„c™«o,. 




1 


uIm around cavity. Wall 
of afferent broucbuB de- 
ilro)-«J by tumor but com. 

bercular cicaCrii in right 
sp«x And at Bauhini'g valve 


liver, right 
kidney /Rt 
adrenal.ret- 

glandB. No 

in bronchial 
gUtmU 


epithelium 


1 


^" Abiwdwit 

mucous 


Qear «TUm in both 
pleura. Left main bron- 

lung and invading pleura 


Bronchial 


NodetvU 


Tumor is simply ^^H 


1 


Bmalt, primary infiltrat- 
ing cancer of left liiog with 
muiary nodules alone lym- 
phatica of left ploun. Be- 
sidea the cancer an eruption 
of miliary tubomlee 


lymph nodes 


feUed'S^^' 
□omaof 
scirrhoUB 
type 


J 


^H blood 


Primary carrinoma ol left 
vein perforated by tumor 


Pericatdi- 

ifcuU. both 

liver, vari- 
ous long 
bonea. ster- 
num, ribs, 
lymph nodes 


Cylindri- 
cal celled car 
cinoma 


I 


^m Nodetailo 


Both luDgB uniformly dis- 
eased, grow aspect reeem- 
alin^ most ■ cheesy pneu- 


Stomach 




H 


1 


of left main bttiDehuH pene- 
trating into a large branch 


No detaili 


No details 


^1 


^> Bloody 


Hard carcinoma of left 
main bronchus. Compres- 
■ion of left pulmonary ai- 

lioJoflrftlung 


No details 


No details 


^1 


No date 


Extensive diffuse IniUtn- 
tion of both lungs reaem- 
bling pneumonia 


Bronchial 


Cyliodri- 
ad celled caf 


^^1 


PiVuUnt 

■ 


rxbt lobs extending into in- 
feriorcavB. Chronic tuber- 
culosic of lung 


DiaphrsRm. 
right lobe of 

livM 


nat^fram 
pulmomuy 
alvcoU 


^w 


L 1 



1 ^H 


1 


1 


f^M 


^^M 


AUTBOB 


8BX 


Alia 


''youylv 


CLtmCAL STUFTOMH ^^^| 


^^m 


Loo. CIT. 


F 


67 


R 


Fever. dyapQiEa, palpitation, pain is 

right sidi^.tedo'ma of both legs. Bloody 
Bflusioii ID right pleura 


^^1 


Log. err. 


M 


47 


R 


"•"'"" 1 


^H 


Loo, orr. 


M 


Not 
stated 


R 


Heodacheg. pain Id left ebnt, djrl^^l 
DQja: tendcniMiB over right ribs; eyu>»- 


^H 


Loc. en. 


F 


63 


R 


No clinical hiitory ^^H 


^H 


Loc. err. 


F 


70 


Not 
stated 


No clinical history ^^H 


^H 


Loc. err. 


M 


41 


L 


paralyna. Clinicafly diagDowd u 

tumor or tuberculosa ol brain ^^M 


^H 


Loo. or. 


F 


ae 


R 


Fever. cohbI". P»iB » "(ht chert. 
dyBpnma. FlatDGU over right po*- 


^H 


Loc. err. 


M 


61 


R 


Severn cough; BatDees rigbt V^^^^l 
lalea ^^^| 


^H 


Loo. or, 


M 


29 


L 


Cough, pun in left cheat. par.d»^^ 
eft arm; fever, aevere pain m baek. 

pleura 


^H 


Domcv, 
Di«. TaUnien. 1886 


P 


M 


R 


..^^ 1 


k J 



carcinoma of middle and 
lowM ri^t lobes; csrcioods 
of right luiiB 



I 



Medias- 
tinal lyinph 
Qodec. liver, 
hod thyroid 

Liver. broD- 
chial lymph 



Tumor in maio bronchuB 
of nghl lower lobe ulcerat- 
log into tumcD and almoat 
completely otmtnictinB 
From broQchuB tumor pc 

atea into rishi lung 

Carcinoma of right : 
. rior lobe; tuberculoma of 
right luQg 



In left lower lobe, eur- 

rounding main bronchus. 

ocerous man radiating in- 

surcoundiDg lung tissue 



Broochial 
lymph nodes 
left kidney 



Bronchial cancer of right 

S per lobe; strnoflisof bn>D< 
IS. Old apex tubercu- 



Careinoma of right bron- 



Two medullary . _ 
right upper lobe, starting 
frnm right main bronchui at 

root of lung and extending 
into broni^hus and upper 



bronchial ele 
monte fouod 
normal aud 



thelium 

CardDOms 

originating 
[rofn bron- 
jhiol epithe- 



Bronchial 

and medias- 
(inal lymph 
nodes, peri- 
cardium, 
both pleura 



Bronchial 
lymph nodes 
perforating 

Craoium, 
Bth rib. 
liver, bron- 
chial and 
retropeiito- 

nodes.braLn, 
right kidney 

Bronchial 



Cylindrical 
cells ol ade- 
□omatous 



originating 



_j probably 
from bron- 
chial mucous 



^M laS ^^B^^^^^^IP TABT.Tf^B 


1 


AinrHoi 


™ 


.0. 


-;zz 


<™,o...™^.. 


^^ft 


DBTBD4IA, 

Medical Pren A Cir- 


M 


Gl 


h 


8ipk for 3 montliB with bronehitta; * ' 
pouehed up murh pus. Duloeaa over 




cular, Vol. LUI. N-3. 










London. 1893. p. 62H 








moist rales. Duloeas giadually ex- 




Com of Cucet of Left 








tends; emaolBtioD. At one time 




Luni 








Miugh lem troublenome and felt better. 

cavity, diarrbiEB sod death. During 
nancy suepected only towards end* 






















DuratLin about 10 months ^^H 


^H 


Bmbt, 
Virah. Arch.. Vol. 49. 


F 


47 


L 


Clinical history n^era mainly to 










tiona of rheat negative. A few day* 




1870, p- 61 










Zur Entwickeluiig dea 








before death, fever and cough. Dysp- 




Epithelioma der Pia 












und der Luneea 








showed extensive dulceas over left 
lower lobe and bronchial breathing; 
same friction 


^^1 


EsaniR, 

Deut. Med. WorheD- 
achr.. 1890. p. 021 


M 


67 


H 


Family history of cancer. Clinical 
diagnoaiB myocarditU. dilatation of 
heart, emphysema, bronchitis, eflu- 
sioD in right pleural cavity, diabetes. 




ZuT Lehre vora Krcba 










det Bronchien und 








DiBBBoe extended over a number of 




der LuiK« 








years with occasional iinprovemejit. 
For several years no ngns on lunn 
except some ralee. Sudden death 






















from heart failure 


^^1 


Loo. OR. 


M 


M 


L 


back and right chest. No cough, in- 
creasing emaciation, slight teroprra- 

which remains stationury. Ribs un- 
even and tender: HlishtareBofdulness 
on right aide. Expioraloiy puncture 
negaUve. TenderaesB of liver with 






















beforfi death tumor appeared on fitb 












rib right aide. 3 days before death 












■tupor and pareais of left upper eyelid. 












Haanoidobin62; reds 3.492,000; wUtea 












32.000 


^H 


Dia«.'M>rbutK, ISQl 


F 


63 


L 


For some months pun in both eidea 
of chest and between scaputar, Ul«r 
panUyit of both legs. Very slight 




Uber daa primlLK 










Bronphial- und Lun- 










■encamnom 








typical symptoBiB of transverse my*. 












L J 










Fever up to 104 ^^m 





HcAEcmoMA ^ImS^^^r^ 


139 ^M 


.n™. 


AUTDIWT Nona 


^^..„ 


..c^x,™ 




m 


omva. CompreadoD of pul- 


ney, [loctal 


eration 


^H 


■ 


monuy BTtenea 


bone, and 
dura mater 




^H 


^Tiortlypr* 


Pleun Grmly uJhereDt. 


Not met>- 


Not men- 


Probably bronchial ^^| 


hlM. M 




tioned 


tioned 


earcinoma from hilu* ^^M 


time* of- 










fennve. 










timei 


blood, pm and debri.. Re>t 






^^M 


iDunh 


of lung infiltrated with can- 










oerous Eniwth r&diatios 








Sevonl 








.^^^M 








^^^^^^^H 


hamop- 










tjw* No 










tttbercOs 










badUi 








^^^^^^H 


jKone 


Uft luna completely infil- 
:r«t(«i with whitish medul- 


None 


Alveolar 


^^^^^^H 






itnicture 






ary nuusa; anall nodulca of 




lined with 






similar character in right 




Dhated epi- 






lung 




thelium 


^^H 


■me 


phial tiamie of right lower 


Peritrecheal 


Cylindrical 


^^H 






iselled carei- 






lobe: stmnda of tumor in 


ympb nodes 


























phatic 






^^H 


rdH 




RegioDary 


Cylindrieal 


^^H 




bronchus at root, proliferat- 


tympb 


ceUedcaroi- 






ing into left lower lobe 


nod^, 
pleura. UvCT 

[all-bladder 

ddneya. 
both Bupm- 
renala. 
brain, pu- 

varioua' 
bone. 




■ 


hu>t. mu- 




Bronchial, 


Nodetaili; 


^^^^^t 




and tJmit of left upper lobe 




origin from 




tant no 




oeal^ph 


bronchial mu- 




tub>rd« 


pleura and eth to 6th dorsal 


Dout^andi 




l«emi,no 




node*, liver 






^_ •UtUe 




■pl»n. kid- 






1 


u of pletim and lung 


ney,, right 
■uprarcnal. 
thyroid, hy- 




V 


L 1 



I 



tOtJ 



dura uul 
iBt BDd 7tll 
IcTtrilM 



Cardnoms from iteht 

UD bronchua involvii „ 
eura and chest wall, Ribe 
irforatcd by cancpr, !□ 
lower tube of right lung a 
Ibt^ cavity filled with aec- 

catjng with riaht bronchus, 
which IB nearly completely 
obatruot«d by large proUfer- 



ippoBed oripn 
from bronchial m 



broDcbiiJ 
nodes and 
diaphragm 



M&" 



^^^hloft 



Tumor lower part of tra- 
chea and right main bron- 
chus and its braDohes. Com- 
ilet« alelectsais of right 
king. Hard, finn. white 
umor at the root matting 
together pleura, trachea, 
bronchus, large vcsaeU. peri- 
cardium, compressing upper 
part pulmonary artery. Tu- 
~i>r mfiltration left lung 

Effusion in right eh«rt. 
Miliary carcinomatous nod- 
ule* over both luoKB and 
[deurB. Compression of 
right bronchus; eit^nsivi 
carcinomatouB infilUatioo 
through the lymph channels 
Papillary and nodular tu- 

Carcinoma of whole of 
right lung and right pleurs: 
ulcerating tubercutonia of 
left upper lobe 



Bronchial 
and medias- 
tinal lymph 
nodes, left 

heart 



Bronchial 

nodes, peri- 
toneum and 



Transition 
□m cylindri- 

boid to small 
polyhedral 

cells 



bdluni, left 
suprarenal 



IVpical cy- 
lindrical epi- 
thelial cells 



Caiullaiy 
structure ^ 

epithelium 



with prickle 
cells and kcr- 

ato-hy aline; 
also spindle 
shaped giant 



13 FDa.Br A Fabebb, 
Medical ChiruT. 
Traoi., LondoD. 
1877, Vol. LX, 313- 
324 

Primary Cylindripal- 

celled EpitheliomA of 



MFoi. 

Giom. della R. AouJ. 
di Med. di Torino, 
Vol. 42. ISM, p. 111 
CTd Cami Cancro piimi- 
''~o del Polmone 



Pain in left chest. cyanosU, dyEpDoo, 
clubbed Gcgen, cough, dimitiuihed 
mpiratory movement of left cbeM. 
Flatoen. (eeMe bceatbiDg. diminwbed 
Iremitus. Aspirstioa oetpitive. LaUr 
enlargement of auprooUviaulM (<-*"<- 



Ko oliiiieal hiftoiy 



J 



7 pBiBi>t.*itoaa. 

FortMhr. d. Med., 
188£. I. p. 307 {after 
Pa«ler] 
Cancroid in einer LuO' 



IS Faaauon, 

Di.,, Beriio, ISM 
Ubor du priml.ni 
Lu ngsDcaninom 



In perfect health until taken with 
chill and fever up to 104; dyopniBft 
flatnen over whole of ri^t lower lobe, 
toes of fiemitiu, dimini^ed respira- 
tion. Pneumonia with gangrene of 
lung waa diagnofed. Death bdore 
2n(r week of diaeaae 



For 2 years pain, cough, dulneea 
iver left lower lobe, feeble bronchUI 
reepiratioQ. abUDdant ralea. DulncM 
gradually eitenda over greater part 
of left cheat. Puncture neptive. 
RoentRpn ray ahowrd complete in- 
duration of entire left lung. Later 
Qatneaa_ gradually diminishee tintU 
pcreuaMOD note becomes normal every- 
bere except one email area. I«ter 
jain becomes tympanitic and finally 
absolutely Bat until death. InEuinsl 
lymph node had been removed and 
found carcinomatoUB, which corrobo- 
ratni clinical diagnomB of carcinoma of 
left lung. Duration about 21 years 

No oUnica] history ^^^ 



No heredity. Cou^h. pain In left 
cheat, debility. anorcKia: irregular flal- 
■ over left chest: dimlniahed voice 
I nwiiration. Hsmorrhagio elTil- 
1 in lert pleura; Uter retracUon of 
left chest, cyanosis, intense dyspncca; 
later still amphoric breathing in left 



Mediutioal 

tymph 

pleura, both 
lungs, livet. 
right ladiiey 



Rif ht lower lobe bronchi- 
ectatic cavitJM filln] with 
purifotw Bpcrction. Prolif- 
ecatioQ into maio broochiu 
Df lower lobe of medullary 
iT almoeit completdy 
id QbetniRtiog lumen and per- 
toratinB tbroush wall 

ciunon of left main 
broDchua with nodular med 
uUary tumor oixe of a man's 
" ~ t biluB. extetidiQs inti 



Lymph 



taapberry 
j^y ancl 
ooa tains 



A white medullary 

from broochm of left Upper 
'obf. Only in this bronehus 

knd in ■ tubercular 

D l(^ft luDS baa cancer dc- 

Abiiudant bloody exudate 
... Ivft cheit. Pleura much 
thiekencd and adhcrrat 
■U Mm to eilPMive luiii 
in&«««. Ml that exudate 
completely enrnpaulsted. 
Poilerior portion of upper 



Alveolar 

with typical 

cylindrical 

cdli 



Partly cy- 
lindrical, 
partly polyg- 
onal pBve- 

thelium. 
Author at- 
tribute! ori- 
gin cyljodri- 
eal epithe- 

broDchi; 
paveinent to 



InguiDal 

eral carcino- 
tefl lung 



Diediutioal, 
cervical 



Homy pave- 

opithe- 

with 

typical can- 
roid pearlj 



^m ^^1 


HHH 


H 


.™„. 


.„ 


... 


voLvmo 




c»i. nitnoiH 












cbMt. EclusemeDt of «nrical lymph 

PBialymi of le/t recumot; demtlj. 
DunUoD of illDen about 9 mootha 


^H 


Loo. or. 


M 


77 


L 


No heredity. Pain in left lid*, 
bronchial breathing ud rain. Re- 

ma and manmiua 


^^M 


Fncra. 

Diss. MQncben 
BeitHini lur KeDDt- 
DiM der priroaren 

in der Limee 


F 


32 


Both 


No clinical hiatoty ^^H 


^1 


Loc. CIT. 


F 


sa 


R 


No clinical data except that the 


^H 


Loo. en. 


M 


69 


Both 


No clinical hialory except muM^I 


^H 


Loo. err. 


M 


61 


Both 


No clinical history ncept during 


^H 


SS'. Leiprift, 18W 
BeitrM" lUi Cumiatik 

BfiticiirriiioiDB (kftcr 


M 


73 


R 


"•™J 


^H 


Loc. err. 


M 


61 


R 


No clinical hiatoty ^^H 


^H 


CenlnJbl. t, AU«om. 
Pathol, u. path. Auat. 
X, 1899. p, 848 


M 


70 


L 


Patient offered for >ome time from 
dinical oistoiy Eiven 


L J 



PcASCNOMA ^^^^^^^^^T 


145 ^M 


™» 


*TJTOP»I NOTU 


KXTABTASSB 


WICROSCOPB 




1- 


Kod lower lobM contains 
massM of tunior io whieh 

fiUed with pus 






H 


At first 

Uter' 
■cftnt, no 
tubercle 


date ic Ifft pleura. Upper 
left lobe a shell of lung tiaaue 
infiltrated with turoor and 

with putrid and degcperat- 
las tumor material 


Bronchial 
lympb nodes 


■""^"" 


H 


odeUuU 


carcinoma of both lungs ap- 
ulca. many of them conflu- 


No details 


Ciliated 

cylindrical 
ceUed epithe- 
lium 


H 


idetaib 


Medullary infiltration of 
right lung with cavity iu up- 
per lobe. Fori of red and 
rellow softening in cortci o( 
left anterior lobe of brain 


Numerous 
in dura 


No details 


^1 


BdttaiU 


Primary caneer with nod- 
ules in both lungs in great 
numbers of ^I &!■«. 

moois 


None 


No details 


^1 


rdet^la 


MeduUaiy nodules in left 
upper lobe. Bronehinl mu- 
cous membrane bulged by 
nodules. Largo cavity in 
right middle lobe filled with 
peduACulaltd soft, reddish 
brown material. Hnmor- 
thagic (fiusion in pericar- 
dium With retraeUon of left 
lung 


and liver 


No details 


■ 


XleUils 


of an apple in right lower 
bb«; lofteiiiiic in interior 


None 




^H 


■ deuil* 


an apple in right upper lobe 
Necrotic cavity in interior 
Irigiji frotn bronchial wall 


Right lower 
lobe, iceion- 
ary lymph 
nodes, hver 


Cylindrical 

relied carci- 
Doma 


^1 


" 


Carcinoma of left main 

Ml auricle and also into 
aorta, but not to the intinut 


Not men- 
tinned 


Alveolar 

'in'drii!^^^, 
here and 

there ap- 
proaching 


^ 


_^^^^H 



^B ^^B^^^^^^^^^^^^r TABLE I 


^^H 


AVTHOK 


BKX 


a« 


'■^OLT^' 


„.„=.. ™™,. 


^H 


GOLDBCBMIDT. 

Cormp.-bUtt f. 
Sehweuer Aente. 


M 


47 


L 


PiOKTcnive emaciatioo. dyqunoM. 
pain, dilated luperScial veins. Flat- 










QEtt, .b«n« o( voiw and bnatbiDg 




1686, XVI. p. 67-69 








over greater part o( left cbcM. No 




Medullar Carcinom dei 








fever; noeough. 700c.c. clearbloodj 




liukeo LuuKC 








wrum aspirated from left cheat 


^H 


OOCOEBOT. 

BuU. (U U Soc. Aiu- 
tgn. de Pari., 1905, 


M 


46 


R 


No heredity. Pulmonary taberco- 
loeis of old standing. After erippc, 
dyspoiEa with coush uid fever. Later 
polyuria and polydipsia. Rapid ema- 




p. 294 










Cuicer primitif du Pou- 








ciation: some pain. Urine free (rota 




mon (Epithetioma 








albumin or ausar. though over 8000 c.c. 




pavimeoteui bruQ- 








voided daily. Later painful points on 




cho-pulmoBJure) . 








vertebra; paina along ri^t slm. 




GIob« epidermiquea 








^H 


ObChwaij.. 


M 


32 


L 


Pain in cheat. Abnormal sensatioiia 




MODPh. mod. Wo- 








in throat. DyspncBO. paralysis of left 




ohenKhrilt, IgBB. No. 








recurrent laryngeal. At that time 
heart and lungs found normal. Later 




32-33 










F»II voo priii.&r«n 








dulneasover left upper cheat; abKooe 












of breathing. Fhuneai ligru cury. 




derLiuue 








ungs and left recurrent nerve. Aspira- 
Du ration about one year 


^H 


Haij. i Thibe, 
Lanp*t, 1906. 1 


M 


17 


L 


enormous appetite, polyuria: some 
cyanosis; nrdiEma of face, neck, and 




>Dd Uver in a Youth 










o( 17 with Glycosuria 








!riv.'",r rirs.sss ssskss; 






















!Iuid over scapula, back. anus, and left 












arm. Bronchial breathing with some 












rales over left apei. Enlarged nodular 












den collapee and death. Duration 




































^H 101 


HaHnui, 

No. 17 


M 


62 


L 


No heredity; disease started with 
slight fever and enlarK«l spleen: 
treated as malaria and improved. 
Later pain in left chert and dyapncea: 
pleuritic effuaion which was otworW 














LuDceD-Pleura C«r- 








without tapping. I*ter ali^t cougb 




tiotm 








followod by emaciation and general 
cachexia without subjective symp- 
tonii. No pain, good breathing, good 
appetite. Phy steal signs suggMled 


































ritic effusion. Duration of diaaaw 












"""1 


L J 



Entire left lUQECiwpt up- 
per portion of upper lobe 
coDvert«d into medullary 



containa 
lubnele 
builli 



Neoplasm, involving eo' 
tire riiht upper lobe with 
cavity. Right main bron- 
Bt root obstructed by 

ir up to bi/urcBtion. 

ConipreraioD of tracheal and 
oervical plexus 



Peritra- 
cheal, peri- 

broorbial 

□odea; left 
kidney 



BoMit. 
^_ bloo 

nilei 
Uoo 

Stol: 



. . lid tumor sjie of fist 
rentral portion left lower 
lobe- No cavities. All 
brouchi rompreased; (Esoph- 
agus matted to tiacbea by 



Bronchial 
_.rjd inediaa- 
tinal lympb 
□odm: left 
ventricle 
aod S Dod- 



Noody 
Uicro- 



oui ep;- 



Irregular tumor. lower 
lobe of left lung, atarting 
from bilus, aprntding along 
broDchuB iofo lung: rn&in 
bronchuB almoat occluded. 
PaocEVaa noinial 



In lower lobe a tumor the 
■iie of a fiat, brolien down in 
- centre, but surroutided by 
normal lung tisauc 



L 



Typical pave- 
ment epitbe- 
liuDi with 
horny pearta. 
Origin from 
broDcbua 



Upper loho, 
liver, retro- 
peritoneal 
and cervical 

nodes, pB4ta 
of akull 



H, ^^^^^HI^F tabJ^I 


^^1 


AmSOH 


■EX 


iOB 


uu^o m- 


CLimCil. BTUPTOHB 










VOI-VKD 




^K 


H«in>roBD. 

London Patb. Traos, 

Vol. 39. p. 48 
Two CastB o( Me<lia»- 

tiiulCsDcer 


M 


45 


L 


m 

Cough and failing health month* 

Difficulty in Bwallowing anything but 

about 7 months 


^H 


Loc. err. 


M 


40 


R 


Cough more or leas for 20 yean. 
S years ago profuae htemorrhage, 3 
years ago lou o( voice lor 2 montha; 






















unable to work for 18 months; much 












loss of flesh: muscular pains. Beetle 






















Dulneu over nearly all of right lunft. 












espedally over lower lobe. Later 












pleuritic effuHion In right chert; aspira- 
tion 30 ounces of Iurt»d sonim. Latrr 






















■weUings in upper humcruB. right 












deltoid, left upper arm and left thiih. 
Smaller nodulca in scalp. Sudden 






















death from httmoptysia 


^H 


London Path. Trww. 
Vol. 40. p. 40 
Primary Carciooma of 


M 


64 


L 


then had full and hurt chest. Cough 
and loss of Qeiih aince. DsAdeot ex- 
pansion of left chest; duU percuanoQ 

tant tubular breathing, finally oont- 






















plete absence of breathing Bounda. 


































aneury»n pressing on left main brflo- 












chus. Death from profuse hamop- 












lyds. I>ur&tion of riuruM •boat A 

months ^^^^^ 


^H 


London Path. Tr»nB.. 
Vol. 41. p. 37 
Cueinoma of Root ol 
Lung (after Piader) 


M 


63 


L 


None ^^^^^^H 


^H 


Hjkum. Fbawcib. 

Norak Ma«. f. L»e- 

1903. p, 7 IS 
Primllfer Kreba in einer 
Lunge mit hronphiec- 
tatUchen Cavrrnon : 
MetaMaaen im Oe- 
him uDd Id Aem 


F 


4S 


L 


Tubercular family history. Bl^^^l 
.yphilU, At 34 yeMS had influeoM 
and coughed ever since. Sudden anit« 

mnrw. Sweating; int?Di» thirst On 
adroissioD dulnew over left lung; rain 
over both lungs. To the left of ver- 
tebral column on level with 10th rib ■ 


^ J 






Large tumor in left lowel 
lobe covered by thickened. 

infiltrated pleura. Tumor 
pmliferatca into medisati- 
num. where there is large 
cavity filled with bloody 
fluid conunuiiicatiiig Bilh 
main bronchua and left 
Kuride 



vital iymph 

left auricle, 
pericardiun 



chial ramiGcatioiiB and larse 
venels. In lung tumor 
wa in porta aofteoed 

. forming canceroua cat 

itUm from which hannorrlucB 



BroDChial 

lymph 



Alveolar 
__ructure, 
abundant 

tbelial cdlla 



ally 



IAatatM! 
nropu- 



Hypoatatic pneumonia 
right luDS- New growth had 



lumen, and rvBching up 

into trachea shove bilu 
tion. Numerous amaLl 
moi nodulea over left 
gei»l plem 



Carciooma of root of left 
lung, obliterating lower aeo- 
Dndat^ bronrhuB. and pro- 



Bronchial 

tinol lympb 
Qodea, liver 



Carcinoma 

of gciirhoua 
type, origi- 
Dating from 



Small tumor in rectua ab- 
doiDinia, alio in mitaculaturv 
' back near opinal column, 
[>per surface of lisht lung 
_ jdded with nodulea often 
umbilicated. On aection 
luDg ihowa many grayish 
red tumor nodules, both dia- 
atete and canfluent. Much 



Ri^lung. 
bram. cere- 
bellum, riba, 
sternum. 
Uver. kid- 

and abdo- 



well devfj- 
Dped Htronui 
and abundant 
epithelial 



with high ey- 
lindrical celu. 
Small bron- 









iSSl^MI*, 



Ba^k ttetwrla, VaL 
as, issa, n n ^ 






NDt af 9U) rib in iiti 
BB of uunor mX. lOU 
CDW& coUiwl mattii* 
■id n oral oUj vitl 
itiaa. No fever ^i3i 



bl anaptoaco 
■CwiUi abort pcf 




CABCINOMA ^IBB 


l^^P ^^^ ^1 


SPOTUV 


.>m,™r»o™ 




mcsoacopB 


^.^ ^M 


HBtAsruu 






luDB ■dberent to thoracic 
watf uid amAller than right. 
Nodula in lius tiaeue; cav- 
iUa in lower lobe 




eration. Mu-i 
coid degcnei- 
atioD 


H 


None 

1 


iDmuDbroiicbuaotriBhl 

nibrtBnoe ol right lung largp 
Mid onsll lumps and in&l- 
tratioiu of grayish color 


Bronchial 

and tBtro- 

nodea. 
pleura and 


Polymor- 

tel£^i^ 

loid degener- 


■ 


Mocoid. DO 
tubercle 
bacilli 


Adeno-cArciiionia with 
pronouiK^ mucoid and col' 
toid degeDemtioD 


Pleura 




^1 


Notwea- 

1 


maawfl in Iudkb. also bron- 

chtwsy and mucoid degener- 
ation 


Pleura. 

bonee. brain 


Adcno-car- 
dnom» 


membrane could not ^^H 
be eatablidied. Au- ^^H 
thor thinks it prob- ^^^H 
able that turoor wa* ,^^H 
primary in lung ^^^^^H 


Ppo(u« 


Largo portion of lower right 

trbich ie very soft. Old tu- 
bercular diaeaae of both 
apia« 


Not men- 
tioned 


Meduliaty 


^^M 


Moroid. 
Moody 

1 


Carcinoms of left main 
bronrhua with destruetion 

of ita walli. IrregTilar tu- 

ing lung along bronehial 
UDg. Compreooion of tra- 


Bronchial 

andii>ediB» 
linal lymph 

UveT"' 


NodeUdI* 


^M 


Kodotaib 


Bloody fluid in both 

with tumor nodulea. Large 

apn ramifyina in all direc- 
tuuw. lU^t Tung healthy 


Pleura, peri- 
cardium, in- 
lerventripu- 

of h^. 

llt?r''a'X- 
left kidney 


Only called 
■ Mark- 


H 


■ 






^^^^H 


NodeUil* 

1 


Bight lunjc studded with 
[iregular cancer growthi. 

Pleura much thickened, ean- 
Mtwy 


No dctaila 


No detaiU 


^ 





152 



.0 


ACTHOB 


.„ 


- 


''vo"^^" 


GUNICAI. eTMPTOKe 


114 


HlLLBItBEBO. 


M 


72 


L 






DlisB. Kid. 1893 










Ein Fall von prunftrBin 








over left apei oxtendiug downward. 












Some dulnesa over right apex; later 
Bymptomi of cavity in left apex. 






















Some tcndemeai over thorocio ver- 
























DuratioQ about one year 


116 


HlWT«l»TOIMEB, 

WienoT klin. Woch. 
1S89. II. p. 374 


M 


60 


- 


AJiraya well. Contusion of cheat 
from [lUJ from horse. Shortly thet«- 
after cough, difficult breathing, hoarsp- 




Ein Fall voa Kaninom 










der groBsen Lultwege 








group* of lymph nodos. Dulneai over 




ate. 








upper portion of atemum and left ohert 
mcrginginto heart dulncsa. Paralyna 
of left vocal cord. Painful, hanl 






















Bwelliug tip of right 4th finger. Finget 


































year 


116 


DU.. Zurich. 1887 
Ein Beitrag Bur Cwuia- 


F 


40 


R 


No heredity. Syii^iliB admitted. 
fever, cough, emanation. Gradually 

right mam bronchus but no other evi- 




tik des prim&rea 










LuQgoncarcmomB 








tack of pneumonia waa followed lor ■ 
time by remarkable improvement of 
all aymptoma. Idter increasinB dyvp- 
o.=a. dyaphagin. pain in right and left 
chest, pough. (Edtnna. Death from ex- 
hauation. Duration about one year 


117 


Honum. 
Diw. Znrich, 1893 

{after P(i«Jpr) 
Uber m»li«. Lungen- 
gewhwtJste 


M 


38 


L 


DyspotEa; intenao pain in cheM ■ 










J 


118 


LOC. CIT. 


F 


56 


R 


.._ I 


119 


Born, Obcab. 

Virrb.Arph.,Vol.I89. 


F 


16 


L 


1 

pain in chrat, cough and eipectoralion. 
Tympanitic note on left clieit to 3rd 




1907. p. 414 










Ein FaU voo primlrMn 








rih; inereamng dulne» below with 










rales: diminiBhed voice and breathing. 




Luun mit CyUoder 








no-a. cyauosia. Sudden deatb 

i 



Largft. dcgencnting F>r- 
cinoiDA of lelt upper lobe. 
C&ncerous tuid pncumonii; 
infiltnttioD of left lower Igbe 



to be from 
broDchial 
BuHace epi- 
tbfJium 



CoDtaiiu 



mediutiiiBl. 
cervical. 
left nipra- 
davicular, 
rishtuul- 

iumbar 
lymph nodea 



Risbt mvo bmntbua al 
_oat completely obntnirted 
by tumor proliferating into 
tracbea. Foaterior I of 
upper lobe infiltrated with 
bard. firm, tumor; numer- 
oui broactuBctatic cavities. 
EnormouB diUtatioa of left 



broDchui obatruoted and 
reaaed. Tumor pcrfo- 
pulmoDary vein and 
left auricle. Aorta com- 
Tumor prolifer- 
body of some of the 
vertebra 



I HcfDopty- 



Jn broDchuR following 
._ ramiEcationa to finest 
branches. Proliferatea up 
warda beyond bifurcation 
and into left bronchus 

Left main bronchus com 
pletely cloaod by tumor; left 
lung ooUapacd. Bronrhi- 
eetatie cavities. Out of e 
cavity in the uppei 
lobe a tumor tnaaa growi 
from a brood pedicle anc 
proliferates into one of tht 
larger upper bronchi, filling 
it and budding into a n — 
ber of smaller bronchi 



Begionary 

lymph 
nodes, both 

tileurs and 
eft lung 



Glandular 

typical cylin 
driral celled 
epithelium 
nith baaal 

ruticula and 



Origin probably 

from bronchial mu- 

membrane 



tMBimm, 



pimU.n.lg*U».tM 



■■mil ■niiiiiirh^iiiiijMi 

' id hiMiM. tibihr bwtti^. 



Moa to MBt lo tabseakM. Owd 
» faU exanuDBtion coold ba BMtda 



- - - of lf«. e _ _ _ 
ncht iuprK«)>v1cular gluuls. Dyap- 
' vtr. Dulnfw uid diniiD- 
uid breathios o 




^PcARCINOMA V^^K^f^l^ 1^^ ^1 


BTtfTDW 


Atm>m Nona 


UTASTUBa 


mcKoacon 


— ■ 


Mo details 


In upper lobo □( left lung 


Cavity in 


Epithelioma 
with typical 






liver: nod- 








ules with 
»ft eenties 
Ln left kid- 

foBs'tt. 3n] 
dorsal ver- 

5th rib 




4 


Bloody 


Entire upper lobe of right 


Lower lobe, 


No details 


ZMoffnofu mods ^^^H 




ung tonverted intu medul- 


liver, both 




duritio :ifi on general ^H 




lary tumor vrith etraoda ex- 


kidneys. 




considenttiooa ^^^H 




tending lo middle lobe, with 


right supra- 










renal 








..™,^„ 






■ 


KodMaili 


meroiu nodules up to bIh 


None. Not 


Alveolar 


Evidently malig- ^^M 




lymph node 




nant and therefoni ^^M 




of walnut and frequently 




classed under carci- ^^M 




eonflucDt. Boundary be- 


enlarged or 


toils type; 
caJ, non-dli- 


noma although nmc- ^^^H 




tween tumor and lung not 


any sign of 


ture is that of pure ^^H 




■harplv defined. ItwaaiiD- 
poauble at autopsy to de- 




adenoma ^^H 




throUEhout 


ated epithe- 






tennine whether it waa tu- 


the body 


lium with ot- 
















procoN 




leTffitU.^ 
Alveoli filled 

lated mucoid 
material 


J 


Jdly-like 


Tumor at root of right 
lung nirrounding hron^ 

one Ibtbb bronchus obatrud- 


Bronchial 


TjTicftl MiT- 




■Dd 


lymph 


cinomatouB 




bloody. 


nodes, both 






■honios 










under mi- 








crosoope 


iver. hypertrophic and tally 








pLil«ol 


bean. interA/tial nephritia 


















(clbfroro 










which A- 




















m<K{i-(fur. 










i»of(r< 








^^^^^^H 


Bloody 


Hard, whitiih-yeUow tu- 


Not men- 


Notnun- 


^^^^^^H 


elpecto- 


mor die of a hen-i egg in 
region ot ri^t hilua 


tioned 


tioDsd 


^^^^H 


2 days 










tMfore 










doath 

1 








^ 


L 1 



S Hbrbman, 

Dim. Greitawald, I 
Eiu FbU von priioftrem 
LuDgeocRTciiioin 



9 HnASBKAHnT, 

Din. Mu-bun, 1S86 
ialtei Ptulcr) 
Zwei FOIle voa primS- 
rem LuucBDtumor 



No heredity. Sudden pain follomd 
by coush. dyapaaa, dysphiisiu, bosrve- 
ueas. low of we>Kht. FUtnou with ab- 
BCQco of voice uid breathing over wbolo 
Qf left chest. Hard Bupraclavioular 
Blonde. AipirBtion; bloody fluid 



_ J heredity. 

^Bins of rheum bUbui and emaciation. 
There ia eeaae emphyMma and bron- 
chitis: eymptonu) ol alcobolio neuritit; 
clubbed fioxera. Nothing pointt lo 
diteaie of luito>. Two weeki before 
death for the firat time dulneM over 
left upper iobe with diminished breatb- 
Idb: Uler absolute Sstnesa over entire 
Irit upper lobe. Some bwoIIgq eervi- 




TncTvadng emaciation and oaebnri*. 
Hoarsenew; Satneos with diminished 
breathing over left apex. EnlBrfed 
nodular liver; absence of free BCl 



Father and tittrr dud of ameer. 
lacrcswog dyspnoea, rapid loaa ot 
strength, pain in left chest, ifdifinaof 
legs, dilated veins of neck, Impaiied 
mobility of left chcet. Abeolute Sat- 

~ I with bronchial and almost am- 
ric breathing over whole of left 
cheat except apex. DialocatJon of hnart 
,0 right. Chocolate-colored fluid in left 
cbset. Duration of illneaa about 



Always healthy. FL._ _, 

incoDtinence of urine and a!>utpmB of 
Later severe pain in right cheat; 
cough. On admission, (Edtema of legs. 



] 

a of 
tievt: 

legs, 

^ ■- -^^ 



BjilRCINOMA ^^^^^^^^^ 


157 ^M 


■^ 




lOBTiSTABEB 


M^caoBooP. 


IttltAlUM ^^^1 


Uncopuni- 


Hard tumor itarting from 


Bronchial 


Not men- 


^^t 


leotlno 






tioned 




tubercle 




teric lymph 






b>dUi 




Dodea. liver 
and kidueya 




^^^H 


Kh» 


Soft tumor in left upper 


ig.™- 


Not men- 


^^^^^H 


V^bloodi': 


obe, BtartiDS from hilua and 


tioned 




^" UndMBU- 


pontainiog cavity 


turn oT "'^ 










heart, thy- 






Breat 




roid, left 










kidney, left 






of Urge. 




suprarenal 






fatty, flat 










Kid poly- 










morph- 




















tbclial 










«lU.BO 










tubercle 










bftdili. 










From 










tbUand 




















ud ema- 










tution 




















•Rumodo 










durinfl/v/» 








^^^^^^H 


Uucopuni- 


Cancer of spei of left luog 


Right lung. 


Not men- 


^^^^^^H 


leDt, DO 




iver. mecen- 


tionod 




tubetde 




t«ric lymph 






b«^ 








^^^^^H 


8<Mnt.iiot 


Left main bronchus lc«da 


Secondary 


Pavement 


^^^^H 


Uoody 


tnto aolt medullary tumoi 


nodulea in 








of left lower lobe and along 


right pleura 


witheeU- 






bronchial rammcalioos to 




neala 






lilus. Entire left lunn at«- 
















■ 


Uoody cSunon in pleura 






^^H 


t 


lUiI main bronchui aligbtiy 


Pleuim 


CyUndrieal 
and polvhe- 


■ 




Whole of right lung occu- 


Not men- 


Not men- 


Diapnoeia mad« dur- ^^^| 


r 


piod by fuBgua masa con- 
:aining itrogulat cavity in 


Uoned 


tioned 


ing hfe from ixdtMna ^H 
»r right arm and ^M 
bloody sputum after ^^M 
ei<^lu<ion of empyema ^^^H 


L ■ 






^^^H 


^^^^H 





H ^BBIBB^^F TABi^H 


1 


ACTBOB 


^ 


AOB 


"^■^ 


CLIincU. STMITDIIB 












cmtioQ nexatiTe. DuntioD about It 
moatha 


^H isi 


Locrfoo L«.c«. 18«9 
n. July 3. p. 10 
Primary Cutoet of the 


M 


43 


B 


Alwajn heslthy- Swelling of neck 
and laeo soveral moiitha before any 

and upper p«t of body. Later cough, 

iryogeal eough. Complete dulnog 
in front almost to bwe: bfhind to 
uiije of scapula. Bronchul respira- 

a( voice and breathiiig noiuda 


^H 


1871-72, p. 454 
Cuioer de Poumoa 




SO 


R 


NoherediCy. Cough for aome yean. 

ereauna 1d« of rtrength and fleah. 
LatcT dyspniea, cough, pain in Hght 
chest. Duluew on right lung frmn 

gion of hiluB with branchial reapira- 
tioD. Diagnoaia made during life 


^H 


J*mi'. B«Un. 1893 
Cbet pmnaren Luo- 


M 


4S 


R 


Fever, pain in chest, oough. Duh^^H 
over right upper lobe; clubbed BngMi. 
Later aymptoms cavity right apex. 


^H 


Ltto. err. 


M 


48 


R 


Dyapncna. pain, eyanooi; plenrid^^ 
effuBion. Several aapirationa vield 

tion of veins of chest 


^H 


LOCOIT. 


M 


51 


L 


pain in left cheM. Flatness over left 
chest with symptoms of pleuritic 


^H 


Loo. ott. 


M 


68 


R 


Pain in right cheat: pleuritic elfu- 
eardia. Duluen right upper lobe with 
mor BkiQ of abdomen. Swelling of 


Lk J 



bloody. 
eoDtaiD- 
iii8 pecu- 



Heart pushed ai- 

aoiitftl. Almost 

iMjmplete compreaaion o' , 
I>er cava. CompressiuD of 
trachea and righl m&in broD- 
obiu. CavitioB and aoften- 



Btoodj-. 

hiemQ[»- 
tywm 



I 



Voluminoui tnaaa of "an- 
cephaloid cancer" at risbl 
hilue. peDetrating Iiue and 
ectiOK with broncluAl 
li. BroDclii and vcs- 
thioughout tumor en- 
veloped, but not coiupreised 
by neoiJamn. Bloody effu- 
non in pericardium 



Right Inns. 
pleutB. peri- 
cardium, 
around ori- 

and pulmon- 
ary flrt«Tr 
and vein: 

'roding into 
bone and 
reaching ... 



Clinical diftcno*" of 
.jmor or lung made 

during life (rum analy- 
of phyaicBl ubb 






bloody, 
de bacilli 



Medulla^ tumor with 
vity in r^bt upi>eT lobe; 
bronchiectwtio cavitiM 



'Bloody. DO 
tubcrdo 
bacilli, 
later 
distinct 



Tumor from hQua follow- 
ing along bronchial ramifi- 
otioni in lifibt lower lobe. 

bronchial wall 



epithcliBl 
ceUa like 
pavement 
celU. but 

lar epithe- 
lium an atut- 
ing point 

Cylindrical 

ing from 
brooclual 



Tumor in left lower tobe. 
Left lung dislocated and com- 
nriiBiirl by wveral quarta of 
Buid. Pleura thickened 



Tumor of right upper lobe 
with nerrotie cavities co 

mutiicatiiig with bronchi 



Right lung, 
both pleuiB, 
reponaiy 
lymph 

and spleen 

Right 
. eura. liver 

diaphragm, 
right hu- 
merus, ski] 



Inagnons waa 
made during life 



Author eon- 
sidera alveo- 
lar epithe- 



MO 






£m>..i 



■1. ,-■... — ^- .. 



H Dmw.^^A^^^w^ 



^JftWflJlMrfli 






1 « fa«i; fl«»t Jit 

Bknd : b^Mriofaia UO; ndi UOOUDOO; 
■is. Kan«vUliaMt 




CARCINOMA 



r 



ILucbe 



Tubercular dcatrtiadoiia 
left lung: tubercular cavity 
right »I»j. In lower par- 
don right upper lobe firm, 
fihroufl carcinoina. Tunioi 
nuToundB large vessels and 
i* nippoBetl to originate (lom 



No reeord, merely staled 
that in centrifuged plei "' 
effuaioii caDiMir ceUa 
lia were (ound 



Scirrhus 
with sqUH- 



Diagnoais on bi 
of sputum matie b 
vitam. Author i 
uaUy mcntionB 1_. 
nace ISHT there oo> J 
curred in Sabbatsbeil J 
Krankrenhau* 10 1 
other cases in which ' 
autopsy showed pri- 






I lower lobe adhcrect to cheat 
wall, diBphrasin, and peri- 
cardium. Pneumonic inGI- 
'iD aroUDd tumor with 



Tumor with cavity in left 
upper lobe involving aSerent 
bronchus 



ul« ID left 
upper lobe. 
Bronchial 
lymph 
nodes, left 
ileun. left 
adney. left 
adrenal and 
ventricular 
ieptutn ol 



large polyg- 
ons! epithe- 



DtTDjF can- 



Right upper and middle 
lobes almost completely con- 
verted inlo tumor with aolt' 
eoing in eentn>. Growth 
takes origin in lar» bron- 
ohuB immediately below firvl 
division o( right main bron- 
chus where wall of btonchua 
is infiltrated and penetrated 
by neoplasm 

12 



liver. Btom- 
pericardium 



a" 



with 

epithelial 

and prickle 
pells and cell 
ncats. Prob- 
able origin 
from super- 



that of origuial tn- ] 
mor, except mela^ 1 
taan in brun: hit* | 
Ihey have no homr | 
~~ prickle cells, but 
a are cylindrical 
I in lower layerm 
polygonal, and tumor 



^^H^H 


^^1 








z 


AoraoB 


,.« 


.a. 


r^'S- 


ou„o...„p„„ ^1 


li2 


Ka»m-Brck. 


M 


67 


L 


1 

DyBpncBB. cough. eUaht fever, pain 
in left cheat. Later severe cBilU. 




CentT»lbl.f.inD.Med. 










189S 








DulnesB over upper portion left cben. 












li3 


Loc- err. 


M 


eo 


L 
























veins. enlHreed BiiUBry glauda. Dul- 
ncsa from left anila downward; dimin- 
























144 


Hoapitnl Reporta. 


M 


36 


R 


Pain in right ch«t, cough, clubbed 
Gogera: bulging ol right cheat. Di- 
miniahed reapiratory niovcmeuta and 




1883. XIX. 227-234 










A due ol Primary Mn- 








normal. Ajmration: acant. thin, gni- 
mouB fluid. Hectic temperature, dyap- 




liKD&at Diwaae of the 










Lima 








□lea. aruemia. Duration about B 


14S 


KLttBIH, 


F 


34 


R 


Apparently healthy wonum. ""■«- 
deo death from exlcniive bum ^^H 




DU». Erlimn^ii, I89S 
EiD Fall von Bronphial- 




















carcioom und Lun- 












goncyite 








M 


146 


Kmibidmm, 

VwhsnJl. deut«li. 


F 


69 


R 


No clinical hirtory. Admitted a^^| 










bund and died nuii« day ^^^H 




p«thol. GMeUdchaft. 












.. 1908. p, 407 












Uber ein pnm&reii 




















d 


fc J 



ICARCINOMA ^V9^B^^^^ ^H 


„™. 


.™.p„.™. 


M^Airr^ 




.1...^ H 


■ 






ficial bron- 










chial epithe- 


structure. Author has ^^^| 


1 






lium 


■ome doubt if this is ^^H 


fr°^ 


Primwy tumor left upper 


None 


Nodataita 


^^1 


^no blood 


DiJIuw cancproUB Inatnu- 


Bronchial 




^^^1 




tiou in lower 1 of left lung; 




aimplM" 








!^S^ 








perUiW 


E'vT£«d 














■ 




of puareu 




^^^^H 


Ctnnuit 








^^^^^1 


'm^i 


lung CO Q vetted into tumor. 


media^inat. 
axillary and 


Did canoar- 


^^^^H 




mimeB; iiubII (Cavities in up- 


retroperito- 
neal lymph 






tym* 


per »nd middle lobes. Sec- 








ondary bronchi much com- 


node. 








pTMSod. Maraiii of pleura 










over riebt lobe thickened &nd 
Of medullary app«&isDco 














^^^^^^^H 


looe 


Medullary irhitp tumor 


None 


Glandular 


^^^^^^H 




completely ohstructiog right 




alveolar 






lower main bronchus, caus- 










ing large bTonchiectatic cyst 




Eonallcu-' 






In right lower lobe 




boidal epithe- 
lial cellB. 
Origin from 


^^^^^^H 








^^^^^^H 










^^^^^^^H 








Ettuids 


^^^^H 


todctul* 


LflTfe quwitity dear ar- 
mm in ri^t pleura; right 


Lymph 


Two differ 


^^^^^^H 












lung adherent. Under pul- 




oSe.^dSti^ 






monary pleura tumor infil- 
tration loUowiDR the IjTn- 




alveoles lined 








with cylindri- 






phatiea. Middle and lower 
Obe fiUed with diffune RTal- 


ySX" 


cal cells, and 






the other, 






tumoT mann: numerouB 


nodes 


patches oon- 










ristingol 






ulea in near %-icinity. All 




arge, irregu- 






through the lung miliarj- 




lar polygonal 






iray nodules between the 




t^B 


^^^^^1 




Ldt long bMlthy 




dons p^ler- 
ate into the 
alveoli: 
tranaiion 
from flat ^- 
veotar epithe- 
Uum to ruhic 
and high cy. 


1 





CAIUHNOMA 



LiadTicBl cells. 
Laroe and 
■nuiu alveo- 
lar apacet 
fiUtdwith 
Ktanular Ua- 

taimnK flal or 
round and 
polygODul 
Bells. Laiget 
broDchi ohow 

Lympb cbaQ. 
Dels m walls 
□I lungs and 
broQcm cac 



Dells. Oiisii], 
-pithelium ol 
-Jvcoli and 
bronohicdaa 



Unooidayl- 

withai- 
uulatrd 
blood io 



I 






and bron- 
:hiikl lympb 
nodes; both 
right pill- 



Both lUDEI. 

regioDary 
lymph nodes 
and brain 



Bronrbial eareinotna up- 
per left lobe. Gangrene left 
ipper lobe; alniDBt cotoplete 
iblitprBtion Mt pulmonary 
artery. Carcioomabius in- 
Gllration or peHcardium 

ulcerated ean- 
I in upper left 
niain bronchus 

Almost dntire left lowei 

be occupied by lar^e neo- 

plaun ioIUtrBtiiis surrouod- 

lag timue and spreadinit 

from central nodule. Wall 



dium; left 



ructure, 
■cirrhous 

nests aod 



Bronchial muoou* 
^anda desiBiiated u 

probable ohcin 



PuBCI 



Purulent 



of left lover hronchua 

aitmWd vith (anceraiu 

terial, (Jceratine into lumea 

Wall of left lower bmo- 
ihiu doil/oyed bytiUDor ID- 
fiilrating left lower lobe. 
Chronic fibroUB pneumonia 
uid abaDces of left luDg: 
i:liroiuo Gbroui pleutiay 

DoevcD nodular tumor in 

Ft main bronchus; entire 

anterior portion of left lung 
occupied by inleoBciy firm. 
' lar tumor. Bloody 
in left, clear •erutn 
right pleun 



Large portion of anlerioi 
upect of right lung infil- 
tnted with thick, firm tu- 

.ztendiiig to 4tb. Gth. 

and 6th doraal vertebne. 
Wail of right main bronchua 
ooDtains nodulated, partly 
ulcerated tumor maa" ~ 
mergLDg into lung tumor 

Heart diilocated to tig 
fluid in left pleura, whid 
■tudded with tumor noduln. 
Left luny everywhei 



tratcd with toft 

Bimilai il^fill 

lung with broncbie«taaea 



ighl 



blood. 

tuber-'li 

bacitU 



Right lung except a nnall 
part of upper lobe com- 
pletely consolidated. Tumor 
naaaes surround end of tra- 
ihea Mid right bronrhua. tht 
latter much thiclccned, infil- 
trated, and compreaaed 

Carcinoma originating 
fnun mucoui membrane of 
trachea and bronchi, extend- 
ing along ramificatior 

placing oroDchial m' 

membrane and otutructing 

Larg* tumor in upper ri^t 
tobe infiltrating eurroundlng 
o lung tiaaue; emallcr I 

ning oaopbagu 

. OuiBr organs with- 










» bofittL Onlr 
ioBcf antic d' 



MoJlim 



DM.Gt«E»BU.MOI 



(U^OBi 3 






Ekk oo Irfl tbral: koh Bcmtbt 
—assfta- wnkDOB and ooo^ SoH 
neb lata kid oo riibl ebeM talto«d 
iUktiao. oout^ hloo^ npcclo- 
lonl Icodenirae ud frrer. Is- 



enaa^ ^sln; hcmoptyM. Dulnra 



' auMtiar ricbt i 
e umI In— ftiific 




CARCINOMA ^^^^^^^^r 


r 


.r^ 


•™„T .0,„ 


""*""'" 


-,c.o«x,„ 


.«uaa« ^^B 


OCOMHOO- 


Mediaaticum and brart 






^^^^M 


^ly btDQ- 


din>laced toward* right. 
Left upper lobe almost en- 


none 


carcinoma 






with alvcoUt 




blwtly 


tirely occupied by largo 








caMa: do 


(luDor. Aorta adhercot to 
but not «impre«ed by lu- 
root. Bronchi obBtructed: 






^^^^^H 


oellBor 








tabenJe 


brunchiec lasts. Left pul- 








bkdUi 








^^^^^^H 


Nome 


Large cyat in left rerebd- 
Lar lobe Gllnl with fluid cod- 


Gtandi of 


Alveolar 


^^^^^^^H 




hilus 








taimng Dumeroua lympho- 




polyhedri 






cytce. One large and many 




epithelium 






right upper lobe, wffig of 


















cavities and cyst fonned of 




















of pulmonic scleroiiU around 










cancerous tigauc. All other 










organi healthy 






^^^^^^H 


SoQt. nol 


Carcinoma ol right lower 


Bronchial, 


Alveolar 


^^^^^^H 




lobe 




structure: 




t 




andmnwD- 
teric lyroph 
Dodea: ood- 

aod^bd" 

lum 


cylindrical 
and cuboid 
cells 


1 


■»<, 


Carcinoma of rirfit lower 


mWiKbbe. 


Pavement 






lobe and 6th rib 










bronchial 






H 














SYklSS" 






■ 




lymph nodes 






m^. 


Tnmor nodtJM in ri^t 


Peribron- 


None given 




•Uy 




chial, tra- 






bl»ody. 


CBvitiea. At bifurcation a 


cheal, and 






notubn- 


Dodulp ritending into right 
and left main bniDchi ob- 








oU Will 


lymph 






1 




nodes, liver 






Bon ol upper cava 


right kidney 
and mesen- 
teric glands 






AbtuxUnt. 


Left lung oonverted into 
'■jeUy-liko'^ ma«. Dilal«i 


Left 


Not given 




nuooid: 


lower lobe, 










right lung. 






dlyblood 




liver, kid- 






ud 




neys, supra- 






-brain. 




clavicular 






liif-'nilv 




glands 






rtmee 










i 


right lung; acme lofteniiig 
Larg* cKTity ntapei. Can- 
aa nodule on superior cava 


Right tesH- 


Not given 




1 



jUHr i montla paioM ti 



laaMkiil ohstiueDOD - 



N of the iteaoua could M h 
' Pregunit ttUrkt :< nf- 
ooe of >b)ch death nMd 



No hoBdity. Entoi hophai <n 
ncBBt of rhtuBiitian. N'nv 

So aymptoiiu pointfiii ta 

IT. IM nise pua 13 rifU 
ud eonfh; niddeQ prohK 
— =- Bcpcelcd hamopQvi 

^. Gndiullj' iDCRuiu dill- 

Utm mr fBtin riaht chnt. DimiD- 
MK ran u>d Drathins. Bloodr 
ann a ri^t ijIcutk. Left hmt 
aimau. nmilr pnaunoiiia of ti^l 

Xr iMnStj- SeoMt at oppnwba is 
triHiK oraflfc rapid loa of wcictit and 
m m it a . Ill iiadiii iliiliiiMiiiii iiilfii 
auMBCwr BV*** of left luni. DinuD- 



^& ftooK aWpc( of nie* aad 
>:>viM« mt Itbo- part left cboL 
'^iii MMPa «A ibmi iMfCMMl k MM 





■ImiMt perforating it 



Medullary tumor at bitur- 
oation loUawiug along bron- 



Kixht duphrBcmatic 
pleurisy. Entire lower lobe 
tnuufonDiMl into Bolid tu- 
□( ri^t main 



Bloody. Di 
tubprcli- 
bwrUII. 



Neoplann at divkion of 
_ain left broDchus obstrupt- 
ing both btancbca. Nodules 
Id broDcbial walls and in 
iung time around bronchi. 
BroDchiectatic esviliea and 
oatchea of gangrene. Left 
lung oollBpaed and atelecta- 
tic — looks like Roquefort 



paatcTioTinediaatiiium, com- 
maopbasua and left vagus 



Lymph 



Nodule* in both lungs 
suppurating and forming 
abaceswa. Lymphalifs 
throughout lucga enlarged, 
forroing visible network of 
white stranda 

Nodules of various 
io both luan; diffuse 
■olidatioo of upper ) of left 
lobe; cavities throughout 



ght plrura thickened 
.. . adhRFTnt; lung pressed 
upward and bai-kward. 
Largr cavity in middle and 



Small poly- 
hedral cella. 

cylindrical 

cella 



polymorph- 
OUH eella often 
fuufurm. 
Mucoid ^ob- 



Author traces i 
n to bronchial t 



Proliftblo o 
hronrhiol mu 



Channels like 

veins filled 

with epitbe- 



th epitb 
Jcdls 



pected during life but 
(he nephritis masked 
the dlagnosia. Clear 



t:^ * -Zjm^ *-i 



K 41 X 



r^ZXt.LTl.T^k- 




C^tSCINOMA ^I^^^I^^P 


^1 


.™. 


ADTOPBT HOTSa 


UnABTABEa 


tucnoscopH 




MTMlIa 


out«r p«t of right luDB with 


below diH. 


polymor- 


Henun spoke against ^^^H 




pnloDgatioDa lo apci and 


ES^i. 


phous cells. 
Origin from 


malignancy. It is re- ^^^H 




markable that there ^^H 






aey, left ni- 


alveoU 


were no physical aigna ^^^H 




BTOwtb 


prarenal 




of so large a cavity ^^^H 




Tumor die of s cherry Ju 


Cerebrum 


Cylindrical 


Origin bronchial ^^^^H 


r 


ricbtluog 


ce^beU^. 
right mipra- 
reoat and 
kidoeys 


epithelial 
cells arranged 

type; ceUa 
secrete mu- 
cous. Same 

cerebral 
metaataseg 


mucous glands ^^H 


Nodetalb 


Seroas effunoo in left 


Both 


"TniB CM- 


^^^^^^1 




pleura. Tumor at apex ol 
cftlung 


pleune. 

num. cervi- 
cal and io- 

bTnphnodM 


dnoma- 


^1 






Right lower 




^^^^^^H 


^^jKtbibet^ 




lobe, both 






HSbMUl 




lyinph 
Qodcfl. 

sod mediaa- 
tioal glaods 
notiovolved 




■ 


Uueopuni- 


Carciooma of right upper 


Skin, left 




^^^^^^H 


^B'lMit. an 


bronchus. Hepatization 


pteur». 

iver. Irid- 






^■fobmle 


and putiilfaC deeuneration 
ot right lung 






^KdUi 


DejB.leftsu- 






W^ 








^^^^^H 
















and mtnen- 










t«ria glands 




^^^^^^H 


ProtuM.. 




Skull, upper 


Not civeo 


^^^^^^^^1 


^—bloody 




lobe Mt 
luDg, pleura, 
liver, bron- 
chial, medi- 

gaatrie and 

tymph Dodea 




■ 


Potld. ma- 


At plaoe of Bwelling whit- 


Nont 


Stratified 


^^^^^^^H 












bl^COD- 






^Xuum 




tainiiu 


Kinn of gangmie. Diffuse 




with nerta o( 




cUMk 


Infiltration towards hiltu. 






^^1 


■- -^ 





* 








TABLE I 


■ 


J^ 


« 


"■ 


vci;.rBii 


cuncAi. eninoM* 


r 

1 


r 

"Si"- »-^- 

■^^iia du PwimoB 


M 
M 


80 


R 

L 


breathing at bup. I^ter n>u^; «A- 
largMl lyiDph Qoda Mow left cUiv 
eJe and in both aiiil». Eiplonkicy 
needlo penrttst^a lOft maac OilaHd 
veins ol left chwl wid Deck. Frw; 
rapid d«liM- Death two mooUii 

Alwa>-« wdL « moiillii previoua to 

phacia. A^u[« S.t»» and loo d 

Abundaot Tain Dealh froai ■•- 
[>byTiB. Doratum about S numtia 

both lowtv limhs. DulDea Ml am: 

haiom foood aio-wh>re- Ditbna im- 
jAyainai srsi pi»rticaUj thr «». 


iH 



CARCINOMA ■ 


■ 


■ 


176 ^H 




WUTCK 


.™„, .„. 


1«T4BT*8BB 


-™.c„„ 


...^ ^M 


fibr<».pu. 








^^^^H 


and nu- 

meroia 


t«npM« to anterior Burfara 






^^^^^1 


tuctena 








^^H 


1. 


Pleura thiekeiied, forming 
>olid op over right upper 
lobe. ft-hole upper lobe 


Bronchial 


No details 


^H 




and tra- 








cheal lymph 








DODverted joto tumor which 


nodes 








OD KCtioD looks like Ri>que- 










(ort cheese. Tumor prolif. 








L 


erBt«a into bronchi, which 








■ 










■ 










r 


of lower lobe. Uft lung 
















^^^^^H 




ObUlerationof left pJeursl 


Secondary 


Alveolar 


I^bably alveolar ^^H 




cavity; do pleuritic effu 




Btnicture of 




No 


aoa. Both lungs etudded 


spinal cord 


lung appar- 

EtSr 






with small uodul™. On tip 


with in- 




of left lung large whitish 


volvement 




teiiaCica 


yellow hard tumor; no cav 
ty. No Btgns of lubcrculo- 


of aome ver- 








t<br» 


cylindrical. 






Bis. Hiliu glBodii scarcely 




cuboy. poly- 








^itTeli^ 
















™ila /onnini 










bereand 




K 






41 
I'll 


^^^^H 
























Epithelial 














■ 






sinrie OT mul- 
(ilJe lavem. 
Some alveoles 


^^^^^H 
















□olGlled 




^^1 






with cells 


,^^^^^^H 


■ 






coid Buid. 


i^^^^^^H 


















ironch'iir 










lymph nodes 




















icttlly normal, 
are found oo 


















micTOseopic 










ejiammatwn 










to contain tu- 




^" 






mor celU 


^^^^^H 


Maraid, 


PrimBry cancer of left 


Tt»cheaJ 


Alveolar 


Origin fi«m bnn- ^^^| 


streaked 


main bronchus, infiltrating 


and bron. 






with 




chial lymph 




>r^e """"*" ""^ ^^M 


blood 


u>d into alveoles 


node.; mi- 


rifss""^ 




ud nao- 




prareoala 




berry 








^1 


i. .d 


^^^^H 






^^^^^ 





yiHCINOMA ^^^^^^^^P ^^ ^1 


■r^ 


AUTOPST NOTU 


-„^„„ 


mcRoecoPB 


^^ B 


idly. DO 
tubercle 

Ucilli. 








M 


r 








J 


1 

loody; re- 
peated 
profiue 

1 


Clew KFUIQ in right 

n lower and iniSdle right 
lobe a soft grayish-whiW 

Ofluns timia 


Bronchial 
and tracheal 
ymph nodes 

Svl. 
•pleeo 


S|£SS.t 


Author places ori- ^^| 

J 


Tone 

1 


Left pleura much thirk- 
BDed. Neuly whole left 
lung convened into thick 
man. involving dUphragm 

Largar and «maller cavities 


Bronchial. 

mediaBtinal 
lymph 
oodm. com- 
pressing 
(EBopbagua. 

nodciBt 
hilus. Liver 


Somewhat 


Said to originate ^H 
from alveoUr epitfae- ^H 
Hum ^^H 


tfint 

1 


Right pleura studded with 
nodules: right upittr lobe 
one »li<i DIM or tumor, pro- 
Uferating through incision in 

chest 


MediBstiual 
lymph Itodes 


Epithelial 
cancer 


1 


L" ^ 






^-i:. .,»*;. _3» "A^i. 



. Aln^ bcahhy. For 




p^^ 


I 


■ 


^H 


^^nsvv< 




^V«rOTDM 


ADTOFST MOTU 


HaTUTABU 


MtCMMCOPa 


— J 


i 

Abundwit. 


Right main bronchuB 


Bronchial 


Alveolar 




muMid. 






bronchill mucoua ^^H 


no Uiber- 


tumor aise of walnut. riBhlltinal lymph 


cylindricsj, 




^ (kbMilll 


upper lobe. eDca|>sulatcd uodm com- 
uid aurroundcd by hea]Ihj''prPB»in8 


^tei 




K 




1 


luDKtiBaue 


ISShr^hTo- 


^hou. 


V 


NodetHlB 


In coDDCctioD withk 


Not men- 


Subpleund 


Author leavca ^^H 




mnlpoua pneumoniB it was 


tioned 


nodules 


question undecided ^^^H 




round at sutopay that a dif- 




zsat 


whether this was • ^^^H 




luse iDFTc&H ol conncrtirF 




simple endothelial or ^^H 
epithelial pro! if en- ^^^H 




time had tahen place in the 




diatinct alve- 




lung in »hi<^h the pDeumania 












ture. Simi- 






areer and aniftller whito 
Doduln were preaetit which 




lar nodulea 


^arcinomatou. pro- ^H 








lifcration. It was ^^H 




were taken ti3 be newly 






probably carcinoma. ^^H 




!oRned connective tumie. 




entire lung. 


poaaibly of alvcoUr ^^^H 




Dnder the microscope, to the 




Tumor pn> 


origin. L A. ^^M 








tiferation 


^^_ 








along pcri- 






Lnfiltratton were found to be 




ironchial B- 






FitfiDSive tumor fonnationa 










Pleura healthy 




In alveolee 
of lung, neita 

^ep^heli? 

over, did not 
fill theal- 

veolea 


1 


bd«taOi 


NodulM and rancerous in- 


Nodulea 


Alveolar 






cnUre right lung. Lett lung 


in dura per- 


.tructure; 






forated 


HKi"* 






periectly oonnol 


bone* of 








akull with- 




^^^^^^^^M 






wrct^r"" 




j^^^^^^M 
















during life 




^^^^^H 


Moraid, 




Cervical, 


Alveolar 


Surface epithelium ^^^| 


later 


lobe; perforation of right 


bronchi«l. 


stniclure; 


of smaller bronchi ^^H 


bfooehid 


main bronchua and tmchea 




epithelial 


dedgnated ai orifia ^^H 


CUU ■Qd 


by tumor. Tumor followa 
the ramifl cation e of Gncr 


tinal lymph cells often 


^^^^H 


S,f.fe, 






bronchi throughout entire 


^iunT ^"^"^"^ 






tUUdlh 


lung. Left aurirle and up- 
per cava peoetraled by tu- 
mor; left brachial plciua 


u>d heart 




^^^^H 




























■ 








^^H 





Nine monttu before death oougb and 
_ Jiaciatiaa. Later eeneral bnin mjrtm- 
toiiiB wbich completely domiasUd llw 
ctioical picture. Slisiit duloeB and 
Hlminiahed breatbmg below risht davt- 
ole. CUnical diagaima: tubeicular 
di«aae or luog astf brain 

Dry cough, dyipooia: CEdatmaof^v- 
lids, [aoD. and amu. No {muq; do 
(evet. DulDesa with abarnce ol voice 
and bteatiuDg over all of nEht cheat. 
Left lung uqnoai. Duntion about 
3 moDtba 



right anterior baae. Ion ol wvigfat. 




TAB^H 



later; heart Donnal; dulocM 

ight iafraclavicular apoee. broncho- 
veeicular breathing; Satneea and dia- 
tant broDchial breatbiog st right baae 
poatcriorly. AU other organa nega- 
tivo. Clear >rnim aspirated tram 
right base. CliDiral dla^Dooia; tumoi 
of right lung. Im^reaauig cachexia; 
~iarti^ paralyids of right leoumnt 



Clinical diagnoiia' chrtinlc 
tubercular pneumonia. DuratioD ot 
diaeoae about 8 montha ^^M 



Lancinating pain in cheat, cough. 
ta. Dilatation of ni- 

^ Impaired rMpiratory 

motion of right cheat. FlatDeH and 
bronchial breathing over all of right 
cheat. Duration IC montlu 



DyapDcea: chronic bronehilia. DuK 
iver entire left cheat with fe«fale 
and breathing aound*- Dilata> 
' ■uprrfifial vein*. Inereanl&t 
pain. Enlarged gUoda in left »ills 



Always weU. Debility. \am of ficrii. 



CARCINOMA ^B^^^^^^P 


ISl ^M 


-^ 


.™„.,™ 


™.„™ 


-ic.oaco« 




Lllc<l<UiU 


Ri^t main broncbuB per- 
[□ntod and obfltnieted by 
caoceroua tumoi penetrat- 
L&B into riEht upper lobe at 
thehilua 


bilusand 


Simply . 
stated: cara- 


M 


r 


Whole of riabt cheat filled 

Dodular tumor at toot ol 
right luDs compreBBiiig right 


and media*- 
linaL lymph 
node« 


No details 


H 


^BlodeuaU 


Numerous uodules in botl 
UDgs partly confiuent anc 
[orming larger tumom 


None out- 
side of lungs 


Alveolar 

with unde 
layers ofcy- 
Undrical cells 


^1 


AbmuUnt, 

1 


Entire lower right lobe 
converted into tumor in cen- 
tre of which U large cavity 

EDor and bronchua ol large 
HM, the tumor growing di- 
rectly into lumen of broa- 
Dhua 


None 


cell tj-pe with 
distinct cell 
nrata and 
incomplete 
attempts at 
formation of 


1 


^Bodetaila 


Both luBM itudded with 

tumor nodules, some with 

vaiioua Idnda of nectoaia 


Frontal 
bone, brain. 
cerebeUum 


Alveolar 

wTlh'ty^ 

cylindrical 
cells, but 
sued with 

phous cells 


■ 


Bcanl, liter 
grlBli- 

noiumu- 

1~ 


I^rgn white tumor at 
hilua of right lung involving 

ncarlyall of right lung, which 
connats of hard white can- 
cer masees inlenpcrwd with 
iluidh-grav lung mibrtaooe. 
Bronchi dilated 


Mediaatinal 
lymph 

nodes, com- 
preesLng up- 
per cava 




H 


P^ 


UDg converted into a pur- 
plish ihniQken man studded 
with white nodul«; cai-ity 
in centre of lung. Left bron- 


Axillary 
and bron- 
chial lymph 

iv'eTtild 
spleen 


No details 


■ 


KodeUg* 


Large lumor in right up- 


Left lung. 


Alveolar 


^1 





Piotrta M«d. 1886. 
430-137 
Cancer primitif du Pou- 



'0 MaBEUN A GiBAftO, 

BuU. et M6m. de U 
Soc. Med. dca Hop. 
de Paria. Vol. .Will, 
3d 8. 1901. p. 7" 
Coooer primitif deg 
sroiBCB BroQchei 



7 Mbdhibs. 

Arab, gin. de' 
Vol. I. p. 208 
De U pDaumonJe du 



8 MnnasN. 
,^ Ditt. Kiel. ISOO 

prim&reD Lua- 



9 MOIEABD. 

Bull, de la Son. Anat. 
de Pnria. 1875, pp. 

733-3 
Cancer dei Oanglioni 
Bronefaiquea ot 
Poumcia droit; i 
hiaament de t* veioe 
cave «up6rieurei Pleu- 



, in right cheat. Peraiateot diar- 

rhcea, cedixma of upper eitremitiea amd 
[bc«. Dry coush. DuluGM over rislit 
apex. Cunical diagnoaii; lome ot>- 
visi-eral eiiQcor with probable 
atsMB in luiigB. Sudden deatb. 
DuratioQ about 4 montlla 



Mother died of cancer. Pelfef^t 
health until August, 1900. First 
itom: difficulty id bredtbing both 
. retting or uicrcisiug. After a 
coJd. violeoC cougb sad arvere attacka 
of suffocation. HoaraencsB. dyspb&ma. 
Increasing dyapucea; almust complete 
_,' . aia. DuJneM over neariy eatire 
rigbt lung. Liver puahcd dowmvanl. 
No pleuritic effusion. Total abocnce 
il breathing over right apei; lower 
down intonBe bronchial rtapiratton witli 
crackling roles at base. uiagnoeiB of 



Gout and bronchitis for yettn. 
Later dyspnoea, increasing debility. 
loss of Hcab, and severe cough. 
' ver. Pleuru-pncumonia at richt 

few days before deaf^ 



3^ 



Alwaj'B well until influenia wtth 
pain in right chest, cougb, and eipec- 
ion. Since then increasing dysp- 
ind debility. Dulness over right 
apex: bronchial and amphoric breath- 
ing. Btridoroua respiration and eyano- 
' 1. No fever. Sudden death trom 
emoptysis. Duration of Hisrsi 
about 10 months. Clinical dlaonou: 
emphysema and pulmonary tunmi- 



Cougb: ■welling of eitrcmitin and 
face. Right external jugular dilated. 
Dot pulsating: right radial artery 
weaker than left. Heart normal. 
Dulness over tower ] of right liina 
posteriorly with diminished voice and 
breathing, Superficial veins dilated. 
Fluid in tight cheat. Diagnosis: pletr* 
exudate due to mediastinal tumor 
oot nf lung with compression ot 
thrombosia of superior vena cava 






•rcTwii 


ADTOFBT MOTBB 


MBTABTiHBB 


incBOBcorB 


...^ 


L 




both 


structure 




1 


ipiiud auial. Bight biOD- 
Dbua and upper cava com- 
prcued; both vnei envel- 


pleurre. 


s^s^,? 




1 


lymph 






f 




nodes, liver 
spleen, both 


morphou* 
ceLlA and mu. 

eration 




HUCOPUTU- 


Trschea adherent to 


NometAS- 


Large bron- 




IcQt, 




taae« any- 


chial vegeU- 




Mrcdtcd by enlarged lymph Dodea. 


where 






»ilb Primao' tumor in right 








blood main bronchus: lumen al- 


entire body 


coua in some 




moat entirely obatnicted by 








L 


him degenenttion of mir- 
nmndiiia mucoua mem- 
brwe. thickened, white, and 




alveoles and 
rwnifying 

cylindrical. 






Budded with bluiahnodul™ 




and polyhe- 






Left bronchus and lung nor- 




dral- SlTxir- 






mal. Right pleura adherent 




ture of pul- 






On secUon bronchi filled 




monary nod- 






with ichorouB fluid. Lung 




ules about 






lioue atudded with numer- 




the same 






ous white cancer nodules 








HodMaik 


Mass of neoplasm at right 


KodetaiU 




Orinn from broe- 




hilua infiltrating and ob- 




cdla 


cbial epithelium 




ilructing main lower bron- 
chus. Entire lobe con- 


















verted into che«y. friable 










maoi coDlainins maall cav- 










ities filled with pus and >ur- 










rounded by necrotic Uhuc 










Pneumomc hepatiiation at 






I 




the periphery. Whole looks 






1 




"like sponge filled with 






1 






















raoody. 




Left pleura 
broncWl 


Alveolar 


OrigiD from bron- 


iwWher- 


right bronchus perforating 




chial mucous glands 


dcbacilU 




andrelrt,. 


glandular 






eetatic. cavities 


lymph 


celU .ur- 
















and kidneyi 


men and se- 








creting mti- 


1 


huk. 


1000 P.c. or dear serum in 


None men- 


Not given 


i 


•lottod 


right pleura. At root of 


Uoned 




1 


blood 


right lung a whilUh meduL 
lary man surrounding but 






1 








1 




superior vena cava, ob- 










structing its lumen, gimi- 










M medullary tumor in mid. 
die lob*- Cerebral ventri- 


















ela* diitended with pus 









OMOOKS, 

LoDiloD Pmth. Soc. 
XXXir. p. 32 
Cuuxt of Risbt Luns 
witb Emtnliam 
Middle CerabnJ 



DralMlu Med. WMh. 

1907. H>y 16. p. aos 

Bin Fall 



202 MoBoou. 

RiviaU Clia. di Bolo- 

BK 1873. 8«- " 
[. 6, p- 150 
(Quolod allei Memner) 



3 MOujim. HatMsics, 

DiiB. Freibum. 1904 

Zwd P&lle von pri- 

mArem Lungeacard- 



DefiniU symptonu of pnamin oD 
ight broncfaiu: cnlarB™ ""l bard 

cervical lymph myit*. 



No hnHtity; always healthy. Alter 
cold wilb fever and cough, itmraaiu 
Ion of Beth and etremrth. Chill, 
severe paiD in li^t ch«t. dytpoa*. 
Coosolidation at n^l baM with aoiDe 
pleura] effuiioD. Endocudilii: dia- 
location of heart to risht. DuratioD 
■bout 7 montha 






Headache aod moreaamc 

■-*- "auaea, den '~~ 

w 3 tnODtL 
and hip r _ 

_ hoapital Bgna <rf a chrooio 

tubercular poeumonia. Afler 4 weeka 
delirium aod iulfiise thirat. Clioical 
diagnoaii; tubercular i 
Death after 2 moDlbi 



] of e 

now: adatica. lumbago, and a _ 

•derana. Some time latn- hard glaod 
above ririit clavicle, Slill later, high 
fever, diJoMa, and broDchial breathing 
at rieht ban. Sudden coUapee, With 
appeaiaoce of gland, tumor of lung 
•aa auapectfid. Duration about 6 
months 

Enter* hospital for p^chiatiic dia~ 
turbance. Lungs onnnal at this timr. 
Lat«r incrcBiiag emaciation; rale* at 
both bases. Tumor on left cheal ad- 
herent to rib; glands in left axilla. 
Death in marasmus; duration ol dia- 
about 3 months 



I Bloody, 
diplocood 



On mrfsce o( right lung 
hard white new pvwtb 

Ktcbea. peoetraUng int . 
ig and contuitioiis witb 
BUnilar dense tissue Epresd- 
ing into lung from root Diid 
preoaiiig on main bronchiu 

Both lungs studded witb 
small white nodules 
spoDding to blood v 

I mscioscop- 



Mediusb- 

nal. bron- 
chia], sod 



ically suggested Ghrous 
niltaoIpQeumonic proc«as«s. 



Bands of 
fibrous tissue 
with alveoli 
coDtoioiug 

distinctly 
coliunnai 

Neata of epi- 
"elial cells 

spacM of fi- 
brous tissue 
and adven- 
titia of blood 



Inl«re»ting features 
of this ciue are tbe 
youth of the pstient 
mvolvement of both 
lungs and the fart 
that tbe diagnosis 
could only be made 
with the aid of ths 
microscDpe 



the alveo- 
lar septa and 
around blood 



Pleura, heart, perlcardiuni 
aolmal. In lungs numeroui 
larger and smaller nodules 
confluent and degenerate; 
small cavities in centre. In- 
ner surface left frontal bone 
a soft whitish prominence. 
Meninges beoJ thy. Numer- 
ous small nodules through- 
out brain 

Large tumor with soft- 
ened and necrotic centre 
n right upper tobi'. flight 
noin bronchus infiltrated 
and obstructed by tumor. 
Upper lobes both lungs 
studded with small nodules. 
Borne tuberculosis 



3;e tumor in left lung 
ingto pleura: nocnn- 
nection with bronchua. Tu- 
mor penetrates chest wall 
slid extends under pecton 
Ha. Oangrcne of right lowi 
lobs. At autopsy tumor ia 
diocnoaed aa osteoma of rib 



Bronchial 
nodea. riha, 






H ^^^^^I^^^F TABT^^H 
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4DTWOB 


SKX 


„. 


"JoTv™- 


C^C...T«^« 




Stuts-KiaQkeD- 








teven beadaeha. Choked diacs ; tkj- 










DUa cerebral aymptoma. Sm&Il un 




ADBtAlten, Vol. VIU, 








of dulueaa left upper lobe in tronl; 




,^ Heft S. 1908 , 
























Kreb* dst LuQgea 








from left hilua. Duration .bout IS 












moDttu. Clinical diBKOosis: tumor 

oerebelliuD. 

Note. — Caie U of thia author M'a i 
not included aa there is no .imm— T 1 
and it u not certain wlwtber Uuaoi^B 
■a primary in the lunc "^M 


^H 


Loo. on. 


F 


61 


R 


locreamng dyipntca, proHure. pain. 
Later enlarged Bupraclavicular sUnda. 
Maoubrium (cdtemalous and eicivd- 
D8ly tender to touch. Right lun« 
rom 2d rib down complete flstocaa 

abow large shadow to right of sternum. 
Duration ol disesae about 3 yean 


^^M 


Loo. CUT. 


M 


66 


R 


Cough, pain. lo« of weight and 
Mnngth. Varioua parmlytio symp- 
toms. Over middle lobe flatoMB uid 
























































life. Durattoo about 3 mro^^^^^^ 


^H 


Loc. CUT. 


M 


68 


R 


After influeoia mi-7tneo^^^^^ 

and bloody iputum. Rapidmentalud 
physical decline. Later vertigo and 
paralyBis. CEdoEina ol both lungs; 
clubbed fingera. Flatneas right lown 

souods. On exploratory thoracotomy: 
a cavity filled »ith Uoody pua and 


































of polygonal and cuboid cells. At 












decline and death. Duration about 






















2 yea™ 


^H 


Loo. oit. 


M 


31 


R 


right chnt: for three months lonot 
weight. HliRht fever, cyanosis, dyiip- 
ocea. cough. Swollen lymph nodn 
in right uilhi. Flatness right cbMt 

in front; bronchial and amphoric 
breathing behind. Exploratory punc- 
ture shows characteristic granular 

right lung is made 


^V SIO 


Loacar. 


M 


67 


R 


Pain, Ion of weight and stre&Rtb, 
of flatncoa on right chest about 2d 












m ^ 



1 



ooDtained 






Large c&rcinoma of right 
middle lobe extending 
lower lobe 



pleura. Large tumor in 
middle and upper right 
lobes. CarcinoinotouB infil. 
tratioD afferent bronchui 



ncpbeiry 
idly. 



■ruiuUr 



lymph 
nodin. Uver, 

atb rib, ■ 



Carrinoma of right lower 
broDchiu. tumor cavity at- 
iplately Glliiig right 



Iatkc tumor Dear right 
hilu* atarting froin brouchui 



Uver and 
lymph 



Opetation : Tumor 
of Tight lung contain- 
ing cavity. As much 
of tumor ai pouible 
removed. Becovered 
and hai remained «eU 
torayear 



^M ^ 


1 
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^^1 


AUTBOK 


.« 


Aoa 


'?o';?,r 


CLuncAi. (mmoKa 












to 3d rib. Otherviae both tuDgs nor- 
coUapae. Duration about 2 moutha 


^H 211 


LoceiT. 


M 


se 


L 


bag of weight and atraiEtb; cyuic«ia: 


^H 212 


Loc. err. 


M 


72 


L 


teapiratory motion : Oatncaa. no breatli- 


^^M 213 


LOC. GIT. 


M 


69 


L 


pain. Loae o( fleah and strength. 
Dulneaa over lelt upper lobe with 

10 momlu 


^^M 214 


Loc. err. 


M 


efi 


L 


CoUKh. rapid cmariatioa. Dulneaa 
over entire left upper lobe: diminiahed 

Duration about 2 months 


^H 315 


Loc. err. 


M 


44 


L 


loaa of atjenglh and weight. FlatHMa 
over all of left lobe; impaired mpin- 
tary motion; loaa ol breatbu« mti 

voice ■ounda ^^^^^^^_ 


^H 216 


Loc. err. 


M 


5S 


L 


Cough, elpectoration, loaa of weight 
Bud atrength. DuJnras uver liJt upper 
lobe and atemum: a few largo ralaa. 
Greatly diminished rMpiration. Dm^^H 
tion about year and half '^^H 


^H 217 


Loc. err. 


M 


es 


R 


Cough, eipe«on>tion. Ion of weight. 
Retraction righl upper chert; flatoeaa 

der ot lunga ^|^H 


^H 218 


Loc. OIT. 


M 


74 


L 


CouRh, pain, lorn of weight, Dal^^* 


1 ll 






lief t upper Bsd lower bron- 

lacbi infiltnted wtth tumor 

penetretias into lung and 

lonmiig QoduleB 



Ulcerated cBrcmomft of 
fit main bronchus with tu 
nor coDtaining cavity tii lef 
upper lobe 



^Bbd. 



Mucoid, 



ISS^N 



Carciaoma from left . . 
broDchua involviag nearly 
whole of left lower lobe. 



Nothing Large cAnaooicB from left 

eharae- main bronehui: bronehiu 

Itfltutie left upp«r lobe completely 
cloBcd by tumor 
Booid CarciuoiDB at firat bifurra- 

tion right main bronchu*. al- 
raoat completely obatracting 
right upper tffODchua aod 
pTOlifwatuiK along broD- 
etaial raniifieatioiia through 
Dpper lobe. Bloody aerum 
in pleura 

Bloody Cardooma of left main 

wlthrhar- bmnchua iovolviag Dparly 
artwiiilic all o( left lower lobe. Puti|. 



Bronchial 
and tracheal 

ami dura. 
FWorwoor- 

aba/Dund 

Pericar- 

kidoeyi.and 
ipraranali 



Author implies 
that pyloric euci- 
Doma u diatinct and 
independent of lung 
tumor. MicroBcopio 
structure unfortu- 
nately not givetk 



Giu. MM. de Paris, 

188S, 1S9 
Cancsr primitif du Pou- 



S MouiM, J. H. 
Vaiv. Pemu. 
BuU. VoL XVI. Oct. 
1903. No. B, p. 389 
Primary Cancer of Lung 



A Mtinr, I. 

DmUch. med. Zrit. 

XXVI, 1905. p. 637 

Ein Fall von pmnSrer 

KrcbaentwirkeluQi ' 
Q BroDctueD 



Cough. i>ain. Iom of wdght. &a'' 
paired mpintory motion. PiilniM 
and diminubed voice and IxcaUung 



Alira3^ hraltby. Recmtly cough. 
lyBpntBa. Dulneai. dimiciahed broD- 
ibial breathiog. impoired rapUaLotT 
motioD over right upper lobe 



No heredity: always weU. Pun in 
jbt Bhouldei : lat«i miall hard tumor 
below right clavicle: Bubaequeotly giiii- 
■■ - ■umor below left claviolo. line 
area of dulneas in right rihiBl 



Paiaplegia. No cough: no dyirpDC— 
Duration about 7 months. Diagnosit 
made during IUf from the bloody apu- 
' — pain and tumors below clavicle 



No heredity. Clinical 

those of picuropneumonie infectioo. 
Slight (ever, physical ^jp* of elhiaoa; 
aspiration Degative. f^ploraticn t«- 
vnUed nodule in lung. Marked Ira- 
eocytomn. Cachexia very late. IDun- 

No heredity. Sore throat only at 
igbt and in recumbent position. In- 
digntion, dyspncBa. Im of fleoh and 
strength. Moderate cough cbuihs 
>— inguu up of larpe amount of fluid, 
i^t pleiind fiictwin in right axillary 
region only phyneal sign on lungn. 
Nothing chancteristio in Mood, Bigna 
of brODchitii and pleuritis: ralea at 
both baaea. Intense dyapnaa: in- 
creased leuoocytosls. Duration about 
5 months 



Lue* 20 sreara ago. Recenltj' hNf * 
of weight and streneth; repeated 
hBrnorrhaftes. Pprsini^nt pain with- 
out swelling in all joints. Near left 
costoclavinilar articulation a tumor 
siie of a walnut, hardly movable, 
■lightly fluctuatins. Dulnfas ovct 
both supraspinous fossn : dulneai left 
' with diminished rmpiration. 



^PCAHCINOMA ^I^^I^^^^P ^^^ ^1 




ADTOrsr KOTSB 


-.T^T«.., 


...c^,. 


— m 


fotty 


lent «xud«te in left pleural 








granulu 


cavity 








oelli 








^^^H 


bloody. 


Nearly whole ofleft lowei 


Nodetaila 


Nodetaila 


^^^^^^H 


UUy 


lobe converted into bard 








cr&Dular 


canceroua masB. Bloody 








Delia 


fluid in leJt pleura 






^^^^^H 


huulmt. 




Bronchial 


Nodetaila 


^^^^^1 


bloody 


btooehiu: obliteration of 


lymph 






with 




nodes and 






"Fett- 


Uver 






kSrn- 


botb lower lobea 








ehea" 








^^^^^^H 


Sunmt 


SoveiBl larger and smaller 


No other. 


Nodetaila 


^^^^^^H 


nvuj- 


tiunora softened in centre in 
upper portion light tower 






■ 


|i>d«tails 


ManiTe tumor of right 


Left lung. 


Nodetaila 


A aeeond caae ia 




lowarloba 


liver. tbSr' 
rado lymph 
nodei 




not included becauu 
there was no autopsy 
but there ia no doubt 
that it waa a aimilar 
caaa 


Not Uoody 


Diffuse yellowish gray in- 


Cervical. 


General al- 


No anatomical 


no tuber- 


bronchial. 


veolar ap- 


cau» for the orthop- 


cle UciUi 


out both lungi. No pleu. 


tracheal. 


pearance of 


no» and K>re tbroia 




ritio eflumtT^ 


andretrope- 


could be found. CUn- 






ntoneal 


l^SrfT fre- 


ical diagnom waa tu- 






lymph 


quent areaa 




L 




Doda 


ofneeroBi.. 
Flat epithe- 
lial cell, re- 

veoUr epithe 
lium: in oldet 
portion dia- 
tinctly papil- 
lary ariange- 

^"dric^ c^i 






Left luni adherent; neat 


Areas of 


Abundant 


Practically no pain. 








Snn atroma; 


no dyapnoa, and 


Wlent: 


^wTu^ 




nothing characteria- 


no tuber- 


tatie cavitiM containing pua. 


and left ven- 




tie. Only aignificant 


cle builli: 


Right luDK normal. A maoi 
the >iie o7 an orange at bi- 


tride 


filled with 


npeateid 




polymorph- 
oua epithe- 


moptyda and rapidly 


^^ hnmap- 






inmaongeachuia 


^K tysea: 


■imaar tumor at lower end 




lial relU; 




■ '•'" 


ol trachea toward left. Near 




plentiful 




k J 




Bori. tdin. Wocheo- 
Khhfl. 1893. p. 104, 
Dt)noDitrKtioD 




iihii III «m gwl (or Ttar with uio 
t li^ AoBhfar joint. ClimcaJ ififtg- 



:« of 27 bo^^H 
fitjc deoencs*- 



■ i«iiiov«d for ryitjc d _ 
. _ About middle c^ 1889 dui «. _ 
plainMl of raKOe paja tlaag ipiEie. ia 
■boulder and cbot even on aUgliteat 
eSoit. LoH of appetite and fleih. 
End of year, frequent painful attackl, 
couch, bloodr iputum. Diamnm U 
that time tubereuloaia. Patumt Iboi 
commenced to diink Utfe aiwntitiw 
alcotiolic liauors. iDcreaamc dyipDwai 
cedtpmaof lower eitremitie*. Nenroua 
gymptom* now predominate, painful 
crampa in both upper and lower ez- 
tremitie* and Klong apine which piv- 
vent aleep. Rapid atrophy of musclea. 
Soon not only walking but nlmoat 
every movement beeomea impoMUila; 
intense seoeral hypermtheaia. IMaib 
of neuroloBical cmunioation omittod. 
CoDtinuoua dyapmeai abaolule flatnm 
over whole of left lung. Total ahaemv 
□f brestbiog eiecpt some amphoric 
mpinitioo at bilua, Dulaes at haan 
of rie' - ■ 
breath 



. .Jaise for some time. EfTunon 
of clear aenim in right pleura. In- 
creaaing d^pnces. cyaooaia, mdieniB of 
upper body 



^^^^^^^^P ^H 


sP^rrc- 


.^„,,^ 


.^^^ 


.,c»«.„ 




bloody 


ori«ii] of left main broochiu 
a ) cm. wbiUsb yrUow miua 
deMroyins the cartilages 




OrigiD from 
bronchial 

brane 


■ 


fodetail* 




Onlyu. 


Capaule of 








right shoul- 


ioint sbowec 






cho-pDcumonia of right; pu- 
rulent bronchitis: cheMy 


der joint 


no tuberculo 


^^^^H 






aU but infil- 


^^^^^H 








tration with 










t>'pical can- 






right thouldei joint 




croid pearla. 
In the lung 

foci of carci- 
noma of can. 
croid type 
which iiuld 
not be differ 
entiated trom 
the tubMW- 
lartinie 
wUcbwaa 

intenninded 


1 


Abundant. 


Lane quantity ydlow 


2 aeeondary 




DiaeuMdoQ whether ^^^^^^^| 




•eroui fluid in left pleurainodulei in 


epithelium 


primary in lung. ^^^^H 
Probable origin bron- ^^^H 


nUcnt. 


imali nuantity in right. luterus: mili- 


»ith cylindri- 


often 


CatieerouB pleurisy ; caocer-iary nodules 


cal cells with 


chial mucous glands. ^^H 




oua lymphandtia. Left lung;iD both kid- 
retracted, atelectatic, and fi- neya. nipra- 


many l(ar>-i>- 


Microscopic study of ^^^^H 


with 


Idnetic figures 


oervcs and muKrle*. ^^M 


blood. 


brouB at apei. Whole left 






alao miliary nodules, ^^^H 


but DO 


lower lobe and hilus a maa- 


creas,li^' 




ail show same ebu- ^^H 


•■eurrant 


nve cancer, eoft in interior 


retroperito- 




acter as primary tu- ^^^^H 


&„ 


and 6broua citerioriy. 


neal glands, 




■nor. Nothing in ^^H 


Large and medium mie 


pencardium. 




brain, medulla or me- ^^H 


not ei- 




myocar- 




ninges. Leeions in ^^^^H 


■nined 




dium, sldn. 




nervous system and ^^^H 


micro- 


nodulea espedaUy near failus 






muscles bylbeirpres- ^^^H 


■ 


in right lung around bron- 
chi. Swollen mediwrtinal 
lympb node* envelop base 
al tncbea and main bronchi. 






tion of nerve and ^^H 
muscle fibtM with ^^M 

b the latter ^^H 




Pericardiun) and myocar- 








dium contain miliary nod- 




















nod ulcs in akin and muadci 








1 


dl over body 






■ 


r: 


bmnchua involving lung 
tiDu: aome obMniction of 


No details 


No detail* 


^ 





^H ^^^^^^^^^B^^P TABLE 


H 


.CTHO. 


.„ 


.„. 


''vo^At 


CUSICAI. sruiToiiB 


^H 


Oiww, 


M 


eg 


R 


Pain in right chart, cacheiia. <Ed(Em» 












of right arm; dUatfd vein* over ri«hl 




GcbieU dor Roent- 








chest and belly. Duloeiia ud abHOMa 




BCDItrahlen, Vol. IX, 
Haft 6. 1906, p. 36B 








of breathing oyer right upi>ar Igh^^ 










Some dyapnau; no cough _^^H 




Zur Roootgen-diagno- 








^H 




gtik der primfiren 




















■ 


^H 


Loc. CIT. 


M 


87 


R 


tioQ (or years: otherwiae well. Dia^ 

iQ right ehoulder. cougb. dyq>iuBa, cya- 
nosis of upper body. Eoormou* dila- 


































arm. Cachexia. Dulneu right upper 












iobe with sign* of cavity. No fover 


^H 


Loe. orr. 


M 


60 


R 


Father died of carcinoma of stomaefa. 
For 4 months paia in right ehcrt. 
cough, cipectoration: general debility. 
Enlarged axillary ETaods. Dulncw 
right upper and midtllc lobes. Dux»- 


































^H 


Ottbh, 
Loo.dt. 


M 


61 


L 


glands in both aiillm. Dulneas orer 






















□early entire left lung. Some fev«r. 
Death afl*r about 6 raoMhi 


^H 










^H 


Loo. err. 


F 


65 


R 


Mother carcinoma of uteniB. Alway* 
well. ForewwluincreaangwcAkDesa. 
Io« of flesh, dyspnoea, cough, pain 
in cheat and back; altackii of suffo- 
cation: some fever. Dulneas right 
middle and lower lobea. Impaired 
respiratory motion. HBmorrha»o ef- 
tuBiOD ID right pleura 


^H 


Loc. err. 


M 


66 


R 


No heredity; aJwaya weU. For 
about fit montis bloody expecttiralioD. 






















loss of weight, cough, eyaoo«is, dysp- 
ncea; moderatefevcr, EnJarged axlllanr 












and elavicuUr gland, on rirfit aide. 












HoaracncM. ConaoUdaUon of right 












upper lobe 


^H 


Loo. ovr. 


M 


4S 


L 


No heredity. For S month* cough, 

right upper lobe with dry pleuricy in 
right chest. Bloody effUBon in left 






















cheat. Pareai* of left recurrent 


^r 23S 


Loc. en. 


M 


62 


L 


No heredity. For aeveial months 


^ -■ 



^KUitCINOMA ^1 


1 


■ 


195 ^M 




^H arcrmi 


AtJTOPST fOTEft 


-^AaT.a„ 


MicaoacoP. 


axuA*x» ^^^H 




araa. CompreMion ol up- 
xr cava, aorta tmil <esopha- 






^J 




CareinoaiB □( rieht upper 
BubclaviBD&iid »iillary vein* 


GUndaof 

biluB and 
right axilla 


Nodet&Qs 


^1 


^r^lcat 


Cudnonn of right uppet 

ob« with cavity in centre. 

bolt int«n>»l jugulars 


Dodeeat 


NodetaOi 


■ 


^BbdeUiU 


bronchuB and infiltraUoo ol 
upper and middle lobei 


l™ph 

Dodeaand 

Uver 


NodeUilf 


^^^^^^H 
^^^^^^H 




lim« 


Liver, hi- 

iua.andaiil- 


Nodett^ 


H 


^^bnruloiit 


chu» of right aide with inei- 
txatioQ of entire niiddle lobe 


Uver. right 

adrenal 


NodetailB 


H 




middle loboi 


AiiUary 
and riavicu 
larglandB 


Nodet«iU 


H 




CarciDema of left mtuc 
bronchuB infiltrating a large 
part ol left upper lobe. 

lobe 


GIsndB 
left hilua 


NodetaflB 


H 


^ftled«twl« 


Cardnoma of left main 
bronehm inftltrating large 


tnchcal. 


NodetalU 


^^B 


L 1 



kftilMtMlikr. DBfaMSDmrMtaptxr 
Us. iiriiiiM of bMtku arm all 
oCMtckcBt. FsntTw^nanitM 

Na faaofilT. For abom 3 nootk 
M. ^aSj^of Mt rarnnsL lolil- 




No btjed i^ i. FoK 3 yean vafyini 
cympUxn*. Dfnnma. oouch, nm* 
paiB in cheat- No [enr. &nall dull 



Vlrehowa Areh. Vol. 
14S. I8H. p. --" 



cheat 

For 6 moDlhi eaii(h 
on. loaa of amncth 

— __ uaasdytpnoM. SUsht 

fever; phyncal acDS <a profuse broo- 
chitU over boLa luofs. EJilaived 
gtsods ID ri^t BopiBclavmilBr foaa 



. — of Beab aod tUtaglh. 

■tight lever. Dulnen over left lowet 
lobe. Attsnipt wBB nude to toaave 

___/ fenr. GcAertl 

carriaocia of Ml pleun 

■U until 6 iT«kB hrlon deallt: 
tbeo (light <oush. aeant aputum. 
paniydsof left recuJTent. Pneumooia 
of left lower lobe. Clinifal diagnoai*: 



3431 



Iwaya well, tittle n>u|th. no pain, 
Buiue persistent boareenns. WitliDut 
premonition 2 nidden and prof' — 
hsmoptyara pausing death ia 2 da 



1 



Bern 



OfteD 

bloody. 



HuiKuiiutleiit «fliuioii ii 



siillaty, and 

clavicular 



CuciDoms of louD broD- 
ohtu of Isft upper lobe infil- 
tratiog Deaxly all of upper 
lobe 



BroDchial 
lymph 
nodes and 
cerebellum 



CarciDomB of right large 
'onchua infiltrating middle 
aod partof upper low. 



bronchial aod pcri- 

broDchiBl nodulca through- 
aut other lobes 

Left tower lobe almoet en- 
tirely removed: remnant 
cancemuB. Carf inosis of 
left pleura: csrcinomatoua 
periCBTditii. Old tubercu- 
lons right apex 



chial. aod 
ular glands 



dium, heart, 

left kidney. 

It adrenal 



Ulcerated medullary car- 
ciooma of left maiu brou- 
chua. Compremion ol tra- 
chea: oumerouE broochiec- 
tatic cavitie* in left upper 
Aepiiation pneumo- 

of left lower lobe. 

Hnmorrhagic eSugioo i! 

cheat. Compreaaion of left 
recurrent 

Carcinomatoui ulceration 
of right main bronchL. 
EroaioQ of branch of right 
pulmonary artery. Cancer- 
oui infiltration in walla of 
large veaMla and nerves. 
proliferate* through pulmo- 
left Buricli 



Lymph 

of left 



It (Nuied 






Almost complete com- 
preaaion of left lung; sub- 
PIbuckI caTdDomB of left 
upper lobe 



iddle kcd 
uppt r right 
lobes. No 
athrr meta- 



Nesrlv entire right chest 
occupied by spheroid mass, 
■oft and semi-Buctuating. 



lower lobes replaced by neo- 



Cardnofiia right main 

broDcbus and boginning of 
Irft. BrocrhiertaBca and 
■t«lectsBM right upper lobe. 
Large nodule compresaca 
CMopfaagus 

Careinonia involving 
broncbj and luag and pene- 
trating anterior wall of chest 



Cervical 



Ctus epithe 
cells 

Cylindrical 



Author mentions aa 
ongiD surface epithe- 
" of broQohi 



ular lymph 



Tumor right upper *ter- 
num and exlemal end left 
clavicle in connection with 

n upper pan left lung 
ftnd extending along bron- 
chua to bifuiration and 
down posterior mediasti- 
num. In lung, divisions ol 
bronchus almost oblilcroled 
branches of pulmonary ur. 



MO 



_ Cku. L. 

Chalioae Uai. Jov. 
XV. tSB9. p. «3 

Cmm ' " 



Bai^baUUi 



Ltrori dd Cou 
Mfd. Intern. Noao 
Coog. Ten. in Torino, 
Dril' Otlobre 1888 
(Raou, 1899), p. 3S8 



Parau. 

Ceotrklbl. f. Path. 
Aut. VoL XV, 1904, 
p. MB 



..Din. Berlin. 1800 
tlbsr Bnutbfihlm 

■eacfawQoUt« 



Gnndiaotbtr aod 3 uwU died o( 
uutr. CcHanMSQed with pain in lift 

^ned Icr 3 1 



risbt. Good (fpetite. I^ cou^ 
Ajpostion necntirs. "m***-!"'*' — 
baimopOvs. HalivuUKT ■ 
DunOon aboitt 6 r~™*"> 

Almyi wdL Sick aiiKv 7 tMumtbt 
■lore kdminiDn when lipcm* Me of 
ra wu remoTad mmi poaterior 
^mt. Tamor not exBauncd 
aeofiaSly. Tbres wedu titer 
tdokiamoa anterior ticbt elMvt bImjiiuI 
'~ipaired rtapitatory motioo and a 
-.ne of dulncM with bronchial nniia- 
tion from 2d to Mh rib and from 
In of atcmlim. Diac- 

— — .,_r of lima waa mada. 

Patient loitsi^t of for 4 inoDtlia.then 
great in&nwmua. paralyn* of right ro- 
cal cord, pleuritic pain in right aidei 
no fever. Dulnen eit«Dded to poa- 
terior and lateral wall of thorai. 






Dyipncea 



No clinical iattorj 



J 



Commenoed with chin, pain in 
right chest, cough. dyBpnoa. general 
cachecia. Dulneaa inpreasiDg to flat- 
ness over entire tight cheat. Di- 
miniabed breathing and franitua: 
atiidoroiu revpiratioD. Panlyaii of 
Appearance of tumor abore 



EnUried aiiUatr a 
vical glaiidii. Right radial 
than Tc(t. Duration of 






CARCINOMA 



I 



PruDe juice 
(putuin, 

tubercle 



tery flattened uid com- 
presKd; pulmonary vnn . 
[iterated. Tumor eDclooed 
uid compmned upon lowet 
Crsohea and aorta and pro- 
Irudcd into tavity of peri- 
cardium. Left innomiuatfl 
vein obliterated 

Left lUDg lolid with oodu- 



ieUy.- 
No tuber- 
debkoOli, 

Sntad- 






Glands at 

liilus, liver, 



Bloody effudon in right 
pleura. Right lung normal 
in ahape but ) normal aiie. 
grayiin and yellowish white 
throughout; interstitial tie- 
■ue much thiokciied, Bmn- 



right mam bronchus pene- 
trating lung vithout sharp 
definition. Bronchieotatic 



Lett lung, 

lymph 



Iwy. cervi- 
cal lymph 
nodea and 



many large 
polymorph- 

found in »pu- 



At the autopsy no 
nection could ba 
^ed between acor 
a lipoma incision 
I tumor of the 



Typical cy- 
lindrical 
celled card- 
,. Prob- 

sm&Ueat 
bronchioles 
and alveoles 



layers of 
oth lylin- 
drical celu 



Diagnosia only pos- 

lithout which tne 
case would have been 
diagnosed as chronic 
IstenrtJtial pneumo- 
nia with acute fibri- 
nous pneumonia in 
Uie stage of gray hep- 



Supposed origin: 
ducts ol broJidual 
mucous gif '^'<t 



Sudden onset with bronchi tio. isdmnm 
oF face. increasiiiE dyspiuxk. cyuuMia, 
dilBlBtiun of veiai. pain id smia and 
St. At the beginning oothinji 
— saUal loUDd in luDsB. but abaolutv 
flstnesa over Etemuni extending to 
both aides. Feeble reapiratioD over 
all of right chest. Later effumon in 
right chest. Heart dialocatcd to left. 
Aapiration: clear •erum. Dmtioti 
about 4 roooths 

Dyspncea, pain in left cheat, back, 
uid arm. Bulging of left cheat, im- 
paired rcflpiralorj' motion. Platne« 
and varying areas o( dulneaa over left 
chest. Some fever. Aspiration: tur- 
«rum. Later distinct pulsation 

increased fremitus over anterior 

left chest. Improvement: patient 

!;etji about. Gradual retraction of 
eft chests dulneas again appean; 
increasing cachexia. Duration about 



No previous illneia. Sudden fever. 
pain, cough, expectoration. Some im- 
provement, then fever and symptoms 
of left pleurisy with effusion. H«ul 



dislocated to right. Aspiration: 

e.c. bloody serum; ne«die penetraimg 

into hard tissue. l>ater chills: Batten- 



ing and aftPTward bulging i.. 

chest. Enlargement of supraclavicu- 
lar glands. Aspiration: pus. R«aec- 

Pain. aoorezi&. chilliQeas. fevo, 
dyspnms. eough. Expansion rigfat 
cheat: dulncss. feeble respiration 
a, absence of breathing sounds 
below; no fremitus. Uver displaced 
downward. Duration about 3 months 



7 PcBSom, A. 

Arbfliten aut dera 
Path. Instit. in 
iin, 1006 
Entwickelung eini 

prim&ren Cancr . 

von der Wand ein«i 
tuberculBsen Lutigen- 

iSPBRtm. 

Diss. MQnchen, ISQT 

Zur Histogeneae despri- 

m&ren Lungencarci- 



No previous illness. Commencea] 
with pain in left shoulder: disappeared 
but returned very severely. BulnnB, 
impaired respirator? motion. DuT- 
ness. diminished breathing and crack- 
ling rales over left chest. Tuniof_ 
above left clavicle. General ci ' ' ~ 
Duration about one year 



Ko diiiical hiitory 



H CARCINOMA ^^^P^^^^r 


^M 


P ..^ 


ADTOMT NOTU 


MBTABTAHia 


HICBOBCOFB 


»..^ 1 


OceauoD- 
ally 
bloody. 
Dei Cher 

tubercle 
bacUU 

morpM- 
tioln 


Bloody fluid in right , 
pleura. Tumor oodulea m 

muQ bronchuB conneetitiE 
with lanp maawa sun-ouo* 
ing trachea and citeadiug 
into riicbt cheat, penetrst- 

DSpn.v.comp?e.«d^' 


No othen, 


Alveolar 
atructure; 
email cylin- 
drical «lb 


tJ^'^r^^T^ ■ 


Moooid. 
DO tub«i^ 
debanlli 
00 blood 


I^rge Brm tumor at left 
hilua: polypoid tumor 
muHH obatnictins left 
main bronchue. Tumor 
HQetnites luDE alooK 


liver 


Pavement 

with typical 


■ 


"SX 


Carcinoma of left luag and 
bfiitratioa of pleura 


MuaclM of 
cheat, Uver 


Alveolar 
atniclure: 

epiAelial 
cella 


■ 


Blo<<lr 


Hoodyaenim in right 
pleura. Right main bron- 
chu* and braiiDhes infil- 
trated and obatniotod by tu- 
mor. Cavitiol with tUck 
oapauJc* in upper and tower 
right lobes 


Posterior 

lymph 
nodes, liver, 
ribe, inler- 
coetaJ mua- 
clea, brain 


Alveolar 
c&ncer DcM* 


H 


Notuberdi 
buUJi 


apex; wall of cavity peu» 
mied by tumor involviiig 
lat uhI 2d riba. and eth and 
7lh cervical aud let doraal 

azillarv nervea aud veaatila 


Noothem 


Tubercular 
tianiewith 
builli in waU 
ol cavity b» 
ride. typioJ 
cancer pearla. 
Bronchi 


H 


^B No detntla 


ormed by firm white tumor. 
Tumor CI tend* to right main 
bronchus, wall of wMch ia 
pcrforsted, one of the per- 

with cavity. Tumor pene- 
tratea into upper eava 


No other 

detail! 


Alveolar 
stnicture: cy- 

cuboidcelle 
with forma- 
tion of mu- 
ral. Origin 

eouaglanda 


M 


L * 













PMO&) 



BrooeUal Glauii 

Fvma*. 
MoatpdlUr MM. 2 
BM Mm, XI. ises. 



SannuRiiT, 
Arab. <W HeUk. 19, 

18TB, p. am 







No dinieal liiMoir 



heredity. Duau(> commMUwd 
with leverB hronchilu, ecnerki weak- 
fever. diarrhcBa. Tubprculac rav- 
.-. -itht Bpei. Duration &bout 









out ^^^ 
. Di- 



. _.. _.. DuIdcm over risht 
upper lobe: diminuhed bnnlhinit an- 
tenorty: broDchial behind. No ralrs. 
BffuBioD in riitht chest. Little •>ough; 
•amc fever. Erysi petal of rheat. 
Death. Duration about G weelu 



UICSOBCOFB 



Left upper lobe almost eu- 
tii^ replnced by large nod- 
ulated tumor prolnidiDg in- 
to medikBtmiuD. In centre 
ot tumor a cavity ioto which 
broQchiu of upper left lob< 
opena. Left up^et bnm- 
ebuB inBltntad with tumor 

_ . Ft main broDchui infil- 
trated with tumor; luog 
studded with amall tumor 
nodules: larger tumor at 
X left lower lobe 



RegioDary 

lymph 
nodes and 
wall of left 



Abundant. 



^henl lymph 
□odes; both 
kidneys 

eRusioD Left tung. 

larger and gmaller tumor chial lympb 
loJulea. Upper part ' ' 






formation of 
fibrous tissue 

colloid degen- 
with- 






gin Bttrib- 
olar epitb»- 



lung firmly adherent t 
chest wall; DUmetouB 
imaller uodules throughout 
lung, but upper lobe 

Large man m tumor 



Careinoma of right .. 
broncbua coDsiderabty ob- 
Btructiug lumeu 



Lett lung normal. Tu- Peribron- Alveolar 

bercular cavities right lung, eliial lymph ■tn]cture;flBt 
White tumor in trarhea near nodes epithelial 

bifurcation, extending 
right main bronrhus 
IMUtioIly obstructing 



Wall of right bronchus Lymph 

penetrated by tumor Hart- nodes at bi- 
mg from bilus. Infiltration furcation 
of upper lobe along bron- 
chial r*niiScBtiona. Com- 
prcaoioa of upper cava 



Neariy all the usual 
symptomi ol pulmo- 
nary carcinoma ab- 
t — no cbaracteT- 
c bloody sputum, 
__ fasmorrhagic exu- 
date in pleura; no ca- 



Tumor evidently 
^ve no recogniiable 



H ^1 


1 


^^^^^^f TABLE 1 


H 


AtrrsoK 


.„ 


.o. 


tAjna iN- 


cijincAL anuToxa 


^H 


Section. ^toeoU dwi 
Dreadcner Sudt- 

No. 83 


F 


66 


L 


"•""" 1 


^H 266 


Loc. CIT. 
1868.232 


M 


63 


L 


No clinical hlHory ^^H 


^H 


Loc. CIT. 
1861, 108 


F 


40 


R 


...^ I 


^H 


Loc. CIT. 

1872.433 


F 


67 


L 


No clinical bialory ^^^H 


^H 


Loo. err. 
1873, 260 


r 


62 


L 


No climcal hiitory ^^^| 


^H 


Loc. CIT. 


M 


40 


L 


le[l"'ch'^°'DulneM ^d feefcje broatli- 
iug over Icwer telt cbMt; tytnpaiiltio 
pprcusdoB noM over upper portion. 
DuraUon oS diaeaae about 5 montha 


^H 


Loc. orr. 


M 


74 


R 


Cough. dyapD<Ba. pain !□ Iwck. rei^ 
ing of lower right thorai with duloeaa 

note and bronchial brealbina. Dido- 
DaUon of heart and liver 


^H 


RlPLBT, 

New York Med. 
Record, XVltl. 1880. 
881 
Primary Infiltrating 

MeduUiuyCarcinoma 


M 


G8 


L 


No heredity. ALwaya weU. Com- 
menced with Blight cough, pain in 

Dulneas from left clavicle downward 
with loea of fremitus and diitaol bron- 
chial breathing. Exploratory punc- 
ture: amall Quantity bloody aetiun 
without relief of dyapncea. Duiatiou 
about 4 monthi 


^H 


RiariL, 
Toi,lou« MM. Vol, 
11. p. 305 (IftOO) 

Cancer primitir du Pou- 


M 


65 


R 


No heredity. Bronchitia eince in- 
Tancy; cough and eipectoratimi ai- 
way*. For 3 montha aevcre pain in 
right cheat: anorexia, cachexia. Dul- 
DPM Bt ri«ht base with diminiahpd 
veaicular murmur. Only other aytnp- 


k J 



Punilent 



I 



Abundant, 
jeUoviifa 
purulent 



in left lowi 
centre. Ob- 
D bioncbiu 



lob«: rIk> nodule in left 



pleura. Large round turn 
m [oiddle lobe iovolving u 
per and lower lobes. Bro 
' 'y througb tu- 

•raied. Tumor citenda 
beait uid comprenes uppet 

Larite cavity in ._ — , 

lobe ■urrounded by irall of 
tumor with papillary eiereS' 
ceDcea proliferating into tn- 
■ rior of cavity 

Primary carcinoma of 
main bronchus of left lowei 
lobe. Carcinomatoua infil- 

ation of the lobe. ESu- 

>n in left pleura 

Solid tUDior at hUu> al left 
lung occluding hronchus and 
large veaada 



Bronchial 
and tracheal 
lymph 



EntitD ripht lover lobe Liver, peri- 
converted into a large bbc toneum.tra- 
filled with i>UB and com-|Cheal lymph 
municaling with main bron- nodea 
chua. Walls of the sac eon- 
aiiit of tumor. Walla of 
bronchui infiltrated with 
tumor and obBtnicted 

Bloody Berum in left Bronchial 
eura. Almost entire left lymph 

lung aolidified. Right lungnodca. 

abo infiltrated Both kid- 



Large tumor in lower lobff. 
Softened in Bpota. Chalky hi 
tubercles in left lung 



Tt, peri 
Dchial. 



Thick, fi- 
brous matrix 
bounding 
ivities filled 
ith ppitbO' 
Uoid ccUs. 




A RoUNTBAh 

.. Din. MQoclieii. 18» 

Uber anea Fall voi 

ptimltrem Luugea- 



35. p. 844 
Pnm&rea Lunguicar- 
ciDom (.Demonstra- 



6 HoTTMAim. 

Dial. WQnbuTK, 

..1898 

Ubet prim&res Lunsen- 



No bereditr. Gi«dua) hetniplpci* 
of ri^t ndewilti aphana. coDvuIiioiia. 
and other cerebral aymptonu. L«ier 
Aome dyspntea- Notliiiis found oo 
lungi. Later broDchitia with fever and 
rough: lympkinu ol vocal paralyats. 
Duratioti about 6 monthi. Ectirq 
eluUcal picture dominated by cerebral 
■ymptomfl: no luns ayniptoms etcvpt 
cough and dyapotsa 

Slight h«moptyxi9 at 17. A year 
before admianoo bloody eipectoratioti, 
but DothlDg could be found in he*rt 
or lungn. Good appetite; gained 
weight. Later dyspnoea, odoima of 
face and right arm, dilated vrnna of 
chut. Dulnen and dimini^ied reipi- 
ration over richt apci. Hnmorrbagea 
[JiDost without intemiptton tor f ol 
Sudden death from cedtBoa of 
ia. Probable tumor diagnoaed 
during life. Duration of diicaae a 
little more than a year 

No heredity. Pain, dulneai. dimia- 
iahed breathing and voice ■ 
Eiploratory puncture negative, 
den paralysis of both lower 
Fiver, dyspncea. death in a 



Cough, anoreiia. 



inda. 



Rowan, Joan, 
Tranaaet. Ophthal. 
8oe. of Unilwl King- 
dom. Vol, XIX, 1H99, 
p. 103 



Pulmonary affection for 4 month* 
before Bdmiwion. Initial hamaptyaia; 
Rough, Impaired respiratory motion 
□t n^t cheat. Dulnen behind to 6th 
donu vertebra: diminished breathing. 



^CARCINOMA ^^^^^^^^^P ^H 


™™. 


.™»,,™. 


«.«„«» 




— ■ 


1 




lymph 
nodci 


mainly poly 
hodral: many 

phcralaoneo 
tumor ihows 
alveolar 
stroma infil- 
trated with 
email round 
oells: alveolar 
spaces ron- 

pboua cells 


i 


^Buueoid 


bpoDcbua Mfforttting wall 
aod eitending into left lung 

toy 


Biain, bron- 

tracheal 

of lc?l ven- 
triole of 
heart 


Alveolar 

Btrurturc 
weU devel- 
oped Etroma; 

withnmede- 

centrea of eeU 
neata 


Origin from epithe- ^^H 
Icum of bronchial ^H 


Bloody. DO 
tubenOe 
bociUi; 

tyiia for 
almoMl 


richt upper bba 




Nodctaila 










■ 


0«Hwion- 
ally 
bloody 


A large tumor and con- 
nected with it ■ uualler one 
in left lung. Larie tumor 
containa cavity filled »iUi 
tumor material and pu>. 
Tumor proUfcratiou into 

auricle 


Bronchial 
lymph 
uodeaand 
bodieaof 
Tth and Bth 


Tranaition 

'rom rylin- 

driclto 

pavement 

caDbedem- 
oiurttmted 


OriBD probably ^H 
from bronchial mu< ^^H 


r 


bronciitk Large tumor in 
eft lower lobe and another 
lelwecn upper and lower 
obea 


Right lung 


and poly- 

aod abundant 
elastic fibres 


4 


■F 


Left lung normal. Peru- 
bronchi of right lung eitend- 
ng through to left lower 
obe and adherent to peri- 


Bronrhisl 

ptTeye.'No 
other metaa- 


Irregular 

«mewhat in 
orm of glan- 
dular acini 


Author beUtVM ^^H 
origin to be from ^^^^| 

■truclure of bronchi ^H 


L * 
















^s^. 



m^mmitAvm ^ ^>^ D»- 



'uidt£u 




^^^ 1 

CARCINOMA ^^^^^^^^^r ^H 




AtnOWt IVOTBA 


-«.™„ 


„caoacoP. 




gnaaiar 


mrdium. BroDchi comider- 




Cancer inGl- 


~~ m 


cellB. 






Initea mucous 




Hnmop- 






membrane of 




tym 






iironchi and 
ung tiaeue 


J 


NodeUUi 




No deUiln 


Alveolar 

cu'Sjid,™ave. 

ment. and ey- 
tindricaiceUe 
peariaalao 
found 




NodetaiU 


Uft pleiiw cloMiy adher- 


Bronchial 


Very iWck 


Author believe* al- ^^| 




ent. Both upper aod lower 


^and< 


GbrouB 










be origiQ of tumor ^^H 




uid luDK tiamie replaced by 
Email soft white nodules. 












imall eavitife 










of the Biu of 






broustiHue 




pulmonaj^ al- 
veolee. Theae 
lire filled with 
Buboid. cy. 
lindrical and 

epithelioid 
ceUe, The 
i^ella are ar- 
r«.ged in a 

somewhat 

KX'^er 


J 
















rtrand* o( B- 










brouttiimie 


^^^^^^H 


None 


Cardnonift of right bron- 


None men- 


Carcinaroa 


^^^^^^H 




lUiig 


tioned 


keratodea 


■ 


Mods 


Entire upper lobe of right 


Paft>tid 


Bimpiv 
Mated: 


■ 




una converted into ■ block 


^ande 






wiUtout a Inwe of pulmo- 




















of lung 






orsana entirely normal, rvea 




















parotid tumor U only a man 










ol bypertrophied gland. 






^^^^^^H 


Kodetkik 


Large tumor ■tartinB from 


Bronchial 
lymph 


Alveolar 


^^^^M 




ing into lung tinnic along 


nodetand 


LtT-gular 










te?"-" 


^^M 








^1 


1 



SCBUIKBTH. 

Di«. Kip[. ISSS 
{Alter Plesler) 
irei FAUe van prim 
rem Liiugenkreba 



ScBMIDT, 

Din. Jena, 1809 
Zut Cuuistik dea pri' 
miren LungeiikiebiHa 



No clinksl hutoiy 



No clinical hiatory 



Diss. Eriuigea, IBBl 
(After Pbwler) 
'^ voD priin&itim 
LuDseakreba 

ScaoTTEUcs. 

Dim. WOrshurg, 1S74 
Ein Fall von prim&rem 

Luogeokreba 



primlrem Gailcrt- 
orcinom der Lunge 
mtt MetMtaaeD jm 



I 



u%jH*» cy&QiHiu. £ill>rged O-,---^ 
bIaiuU. DuIdcm wilb diminiabed lr»- 
mitua. impaired rHpiratoiy toMion, 
feeble bninehi>l braathinB- Two Up- 
bloody eenun. Suddeo death. 
ioD of diaeaae about 16 mooUu 



Noberedity. Cough, dyapnoaa, p»io. 
Duloeea over left cheat: dimicuhMl or 
ftbeeot brealbinS' Heart dislocated to 
right. Cachexia. Aapiratipn : bloody 
aenim cootaining chanictJrriatio luniw 
cells. Sudden death. Duration of dia- 
eaae about 6 moDtht 



No clinical bittoiy 



No clinical bittory 




— headache. 



rhest. Clinical dlagnoda: 
pieuriay. Sick for 9 moDth«;_tbcn 
purely cerebral ayniptoraa — h 
projectile vomiting, paralyaii 
-ide. ittabiamua. No fever: nu t 
Bigna on lungi except alisbt d 
„ver left apex. Cluiical diai^ 
tubereuloaia of right cerebral 1 



J 



W CABCINOMA ^^B^^r ^1 




UlTaaTABBS 


KICBOaCOPS 


■ 


K NodeUilB 


Id both lungs uid pul- 
monary pleura!, numerous 
DodulM 0? &U OKU down to 


No details 


Alveolar 


■ 






Sio»l*'c^:"' 






Diiliary. Bronchial iralU 






■ 


not involved 




some flat 


^^^^^^1 


■ Nodrtaili 


Irresularly defined tumor 
in rigbt lower lobe eitendins 
from root through lung to 


NodetaUs 


celU 


4 


Koody. DO 




Right lung. 


NodeI«iU 


Leit lung had 3 ^H 


tubercle 


Dg cavity in iett middle and 


both pleune, 




lohei ^H 


UcilU 


ower lobe. Bronchial walla 
in&ltrated with tumot 


and portal 
y»ph 

SSpIS 

ligament, 
andnght 
kidney 




J 


^1 Nodetsai 


Tumor at root of lung lol- 
broDchi. Bronchiccta»«. 


Liver, kid- 


NodetaiU 






suprarenal 








ThrombOBil of pulmonary 










artery 






^^^^M 


^KHodeUiU 


o( bronchi involving almost 
entire right lung, also pleura 
and pericardium 


Left tung. 
ceri-ical and 

^^ 
node* 


NodetaiU 


■ 


^ft NodeUiU 


Clear serum In right 


Subrtem-l 




The miliary nod- ^^^| 




chest: bloody serum in peri- 
eardium. Entire right lung 


:rarbeal and 


tin earcino- 








matodea 


and pleura are ar- ^H 




Krm. without air and stud- 






ranged in an anaato- ^^H 




ded with numen>u« nodules 


lodea. 




mo«ng reticulum ^^H 




up to siM of walnut 


Pleum. peri- 
cardium. 
begiDniDg,o[ 
aorta and 




correBponding to the ^^^H 
bmphatica. Author ^^H 
■tlempU to establish ^^H 








origin of tumor from ^^^H 
















SS3U 




phatica ^H 






witb miliary 










Dodulea 




^^H 


^■Hom 


Tumor left town lobe 


Brain, both 


GeUtinous 


Author aangns ^^^H 










origin to alveolw ^^M 






left kidney. 
bothovarU 


bulescoir- 


epithelium ^^H 






taining mudi 
mucofl ma- 
terial. BroD- 


^^^H 








^^^^^^H 








chisJepithe- 










Uumand 




















oouB^ands 










normal. Me- 










stnicture 


■ 


L ^ 






^^^^M 


^^^^^M 
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I 


1 


Wm TABLE I 


,o. 


AUTBOB 


-« 


*a. 


VOLVHD 


cx«.c^ «.«.«« 


agi 


9CHB0DER. Hnoo. 
Din. Kiel. 1U03 


F 


3i 


Botfa 
(T) 


lion. Therealtcr occsoiooal fever; 

ritory of upper cava. Cousii. eyuioai*. | 
dyspDcu. Roncbi over both lunga. but 
QDtlliiig chftraetoriiitic. Later udtt«, 

line caat* Cliniol diagnoiia : royocar- 

eiysipelu aad pcritooitiB. DuimtioD 
af dueaac about IS moiitha 


283 


Din. WOnbura, ISM 
Lunaeacarciaom 


P 


60 


L 


Always well. For r few months 
lytpnim. cough, sense of auffocaticm. 
On adminiaa erest emaciation; •ome 
cyonoua and fever. pDeiunoiuK of left 

2 day. 


203 


SosminNoiR. 

AnD^ea del St&d. 

MOnch™. 1876-77. 
Vol. 11, 367 


M 


49 


P«.b*bly 


No cUoloal Urtory e»oept that pa- 
tient wai BPk for 2 years with nTop- 
toms of chronic pulmonaiy pbthiaia 


304 


Loo. en. 


M 


63 


L 


No clinical hirtoiy 


39S 


^"mi Uiprig, 1904 
Beitrftie lur KeQQtDin 

gaacuclaoma 


M 


66 


R 


No clinical hirtorjr . 


296 


Loo. err. 


F 


75 


R 


nia 

J 


39r 


Loo. or. 


M 


OS 


L 


InUnJW dyipDOM. DulncM oner m- 1 
and rale«. Death from profuse and 
Bis: phthisis i 


MB 


StBOBU 

Din. MQDcben. I8S7 
(After Pie^ti) 
ZurKcDnlniHdM PIU»- 
t«repithellLrebaci der 


M 


63 


L 


No clinical history 


^^ 
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216 ^1 




.™,™ .=™. 


KBTAaTAMS 


wtcnoecoFB 


...^ H 


Inooid 


Chnmia indur.tion of 


None 


Hemor- 


No clinical symp- ^^^H 




lobe; pleuriByoD left. Umn- 




rhadcareaa. 
typical carci- 


[onia pointing to tu- ^^^^H 






mor; diaKQosui only ^^^H 






noma prob- 


posnble witli micro- ^^H 




Dnhaxic areas in both luDga 




ably from 


Kope at autopsy ^^^H 


















theUum and 






KopiraUy provod to be typi- 














telT"" 


^^^H 


^^ 


Turbid tcnito in left 
ptfurs. Tumor sue of an 
sppla in left lower lobe, aur- 
rounded by inQamed Iudb 
tianie. Tumor u, whit«fi 


NodeUilt 


Alveola* 
itructure 


^H 
































Firm fibiDus mBssrs ioter 










■pened with soft, very cellu- 










lar portions of tinue 






^^^^^^H 


oaetaOa 


Tumor Dodulm in both 

lUDgS 


NodetaiU 


CardnoiD- 

DWtpboua 
oeUa 


^1 


DdeltuU 


Primaiy caDceroua tumor 
of left upper lobe 


NodelaiU 


Nodetaila 


^^H 


NodeUib 




Bronchial 


Alveolar 


^^^^^^H 




bronchuo and of cavity at 


and tracheal 


structure: 






biluH of right lung with ero- 


lymph 


pavement 






u>d »™t« lethal tuemor- 


Qodoi 


epithelium. 


^^^^^H 




rbage. DroTichieclxaes. Ei- 










(enidve chronic ulcerative 










tubereuloaia 






^^^^^^H 


to dcUita 


Bloody fluid in pleura. 
Carcinoma of right lung 


Both lungi. 


m^r^p^r 


^^^^^^H 




left ventri- 






chrome indurative pneu- 


cle, left adre- 


lium 






nal, and Gth 










rib 


















irtety 






^^^^^^H 


■mopty- 




Bronchial 


Pavement 


^^^^^^^^1 


iia 


left pleura, bnioehial lymphlnodc* and 




^^^^H 




Dodeii. and largo brancb of 






























left upper lobe 






^^^^^^H 


bdrtsBi 


l^rge lumot in left upper 


Both lungs 


jts'sr^ 


^^^^^^H 




and lo-er loboi 


and left 








pleura 




^^ 





VircbowB Arch. 
1893. 134 
Ziir Histogenese <1m pri- 
m&reii Lungeiikrebaefl 



Prati. med. Wocb. 



16 StftOTINI. 

Writach. St. Petera- 
burg, 1905, Vol. 72, p. 



k 



No dinui&l hiitory 



J 



Admitted 6 dayi before ile*tb • 
rerinti from benuplefpa of right Mt 
sphaaia and pleunsy mth bmau 
-rhacio effuaioD in left aide 



and iDcreaaiDg debility. iMrr c 
talioD fluperftciul veins. Duloeaa at 
right apex with bronchial reapiratioa 
in front; no brcathiDg aouoda p«»- 
leriorly. Pain; harMwiog COUgh. I>u- 
~ ~' a about 3 moQtha 



No heredity. IVeriouB hiitory nee- 

ive, but had lung trauhle fot mttao 

yean. Cou^b. dyapnoa oa eiertion. 

dy>pD<Ba, cyanoaia: no fever; noglanda. 

Greater portion of l*(t lung in front 
ad behind, fiat; dimimahed Toioeand 
ireathiog. Nothing on ri^t Iuhk. 

Aspiration: 1200 c.c. turbid ■emin. 

Paj^yiia of left vocal cord. Dath 

No heredity; no pr^OUailliMS. Re- 
cently weakncsa. pain in cheat. DuIhob 
and broncliial reapiiation upper left 
npFX. No rales. Right lung and heart 
normal. Gradually aome fever: Bna 
erackliag in left base. Suddeo death 

Admitted in moribund condition- 
InCeDsedyapncea for aome time, cyano- 
LJa, hoaraeneaa, oome fever. No cs* 
!heiia. Tumor aiae of nniill fiat 

jmergea above itemum. Death within 

2* houn after n' 
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217 ^M 


..^ 


.™„„™. 


-^xa..s« 


„=«»»™ 


»M^ H 


Nodetailj 


Tumor in right middle 


Bronchial 

lymph 
nodes. 

&ver.''left 

thyroid, and 
both kid- 
neys 


iTX'"- 


J 


Kodetuta 


Extensive infiltrBting car- 
cinoms of left luog «nd hron- 


None 


Alveolar 


^^^^^^H 






structure; cy- 
lindrical ceQs 


















with transi- 






Qounced tumor or ooduleB. 




tion to pave- 






EiteuBive ■ecopdsry cara- 




ment epitbe- 






□oais ol lyinphiiticB 




Uum 


^^H 


Foul. 


Cavity with hBrnorrharic 
coDtcDta ill right upprr lo&c. 


Heura. 


No details 


Origin from bran- ^^H 


bloody 


liver, adrp- 




chial mucous claada ^^^H 




WalU eoDBBl of partially 


nabandthy 








necrotic and inatralinK tu- 


raid 








mor, tnoeraled medullary 










tumor in right maio broo- 
chUB and its larger branrbeB. 






^^M 




Dbttructiug lumeo. Ob- 










Btniction of upper cava 






^^^H 


Glury 




Pleura, peri- 


Pavement 


^^^^ 






cardium, 


ceUcarci- 






vdD. Carciootna of Iftt 


bronchial 










and pcntO' 
neal Ivmph 








and ocrupyine the bronchus 
of left lower lobe. Diffuse 








nodes, left 










kidney, left 








eft lower lobe. Carcinonia- 


adrenal, left 








(ous ioBltration of lymphat- 


ovary and 








ica of bronchi of left upper 


in thyroid 








lobe 






^^^^^^H 


Beaut. 


Primary caroiiioma of 


No detail. 


No details 


^^^^^^H 


mucopu- 


lower left lobe originatioE 








rulent. 










aotutmr- 










duUdm 








^^^^H 


^m No deua> 


Right upper lobe adher- 


Pericar- 


Pavnnent 


^^^^H 




ent to atemum and to riba 


dium, right 


cell carci- 






infiltrated with hard card- 


pleura. «er- 








noma. Small bronchi and 


numand 










upper rib*. 








tua and carcinomatous ma- 


mediastinal 








terial; alao aome in upper 


lymph 








cava. Lymph channels in- 


nodes 






^^V 


filtrated 






^^^^^M 


^m NodeUili 


Multiple miliary rard- 


No details 


Flat epithe- 


from ^veolar epithe- ^^| 




noma of lower lobe 




lial cells 


1 








^H 


^ ' 
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7 Shitb-Sband, 

Bricigh Med. Jour. 
1875, 1. Ui; II. 41 



Diu. Giema, 1^00 
Dbct daa Plttttenepi- 



.0 Stilliho, 

Virchow'B Arch. Vol. 
LXXXIII. 1881. p. 
77 
Uber prim&ren Krebi 
der Bronchim uod 
dM LuDsenpBJCi 



Amer. Jour. Med. 
BeieooM XXI, 46, 



Diognoeed d urine life 



Cough, pain, hoarecnesa, rigbt bemi- 
ptesia. Dulnean ov^r left chmt^ im. 
pnired roapiratory molioo; absence o( 



CoU)th, pain, in titration of rigbi 
ipei. itiureastiiK debility. Duratiou ot 
UsoHBo a to S monlha 



No cUoicat history 



i 



No clinical hiatory 



No clinical history 



CARCINOMA 



a broocbvu 



Kucged by 
Dg [uU of aott tumor ad- 
bereot to pericardium aad 
■UTTOundiDg stnicturca at 
CoinpresBioii of lell 
vagiu and recuirent 

ibmucous carcinamB 

brtiiiobuB of left lower lobe 

ktioff •unouodins ' 



Primary eardnoina at bi- Bothtimga; 

FuTcatioD at right main broD^ supra clavic- 
chus. Gray hepatitalion oriUlsr lymph 
right upper and uiddle lobee nod« 

Large tumor of bronchui 
of tight middle lobe extend- 
ing into li^t main broD- 
chtu. penetrBlioB wall luid 
[nSltnting peribixmchial ti>- 



Blood; semm in right 
fUura. Polypoid tumor 
rigbt main bronr;hus and ii 
upper bronchus. Tumor 
nodules in both lunga and 
in trachea. Bronchiectaaes 
tight uppcx lobe. 

_-tl main bronchuB rom- 
pletely defltroyed by tumoi 
maaa in left upper lobe pene- 
trating into lower 

Upper and middle lobea 
almost entirely converted 
into tumor infUtrBtiog alon 
blood veaaels and bronchi 



Encepbaloid mass i 

iea mnre than | of right 

ing. Containa smnll rav- lymph 

jm: tumor in right pri-loodea 




Carfrtnoina of Right 
LuDg witli SymptomA 
ol Hydmtborax 

15 Brvitrr. 

DiH. Gieawn, 1691 
(After PAasler) 
Zur Camtstik de* pri- 



Lancet. 1SS4. 1047 

Caao »[ PKman' Ea 

cephaloid Growth of 



,7 Seblaoowbei, 

Thfese de Pari*, 1900 

CoDtributioQ a 1 'etude- 
dinifjue du Caoi^et 
prinutif pleuro-pul' 



STiLUfAN, 

DiH. Halte. 18S9 
(After PAwler) 
Drai FUle voo primft- 
rem LunseDCUcinom 



No cUixical bittarr 



J 



No heredity: oo paic. DyipatBa. 
racheiia, Rioht cheat more Tolumi- 
□OU9 tboD left. DulDea over lowet 
right lobe with impaired reapintoiy 
niobility and abaeace of tremitui. 
Lator on aigtis of cavity. EuUrxed 

VET. First puQclure: bloody fliud; 

■coad negative 



CommeuoHl with loaa of appetite, theo 

Coeral atiflnnaaand malaise: ver- 
iterattaclu of suffocation. On 
B^miraion iatense dyepncea. some cyan- 
Deis, billing of left theat : abaolute flat- 

behind to apiue of acapuls and in 

;to below cla vide; abaeDce of voica 

and breathing. Heart displaced to 
right of slernuTii. Right luDa uomal- 
Aapiration: 10(X) c.e. pinl; Ouul: alight 
relief. Repeated puncturo ool^ vnall 
quantity fluid and but little relief. X- 
raya show a lobulsted masa to left of 
vertebral eoluino beaidea ahadow over 
nil ot loirer left luog. Intense pain and 
dyapnisa: dynphagia, fever, ddirium. 
DuratioD of diaease about moDtha 



No clinical luatory 



No cliDJcal hiatory 



No clinical hiftory 



^RlAHCINOMA ^^^^^^^^^ 


^M 


arvrmt 


.^PSTKO™, 


-„.a,.a« 


«CBO«»P. 


«..„. H 


■ 


muT bronohuB. Other or- 
BBiuiiionnBl 






H 


^WedeUili 


Tumor of riaht upper lobe 

chial rsmifiratioDfl ioto >ur- 
roundiDK tissue. At root, 
luroor eiteods into m&Lii 
rmmchuB and penotiktes in- 
to lumen. ProUfenUon of 
tumor into pleura, pericar- 
dium, right auricle, and large 


oodea 


Cyiindiioal, 
cuboid and 
large poly- 
morphoUB 

ccUa 


■ 


whitiah; 
later 

1 


miliary tubercle* through- 
out right lung. In lower 
right lobe a Targe patch of 
ydlowiBh tumor 


No details 


Alveolar 
pojymorrihoua 

cells 


H 


^B tadlli 


Left pleura tMeVeocd. 
Neariy whole of left lung oe- 
cupied by grayish white tu- 
mor Kiftened and degener- 
ated in parta 


Only lymph 
nodea at hi- 

luB 


No detuli: 

author aim- 


^^^^^^H 


^ModeUiU 


Tumor in riohl lovsr lobe 
Mom to large ^nehial 


None 


witli reUi re- 
sembling nor- 
mal alveolar 
cells 


■ 


^■KodctAil* 


lower lobe following broo 

meroun Rnall aeeondiuy 
nodule* each nirrouoding 


and mliac' 
lymph Dodca 
and liver 


Cylindrical 
cells with ten. 
dency to mU' 
roid degener- 


H 


^nedeun* 


Primary medullary nod 
ule in lung. Numerous aet- 
ondary nodulen in brain, 

Nodule* frwiuently diow 


Brain, cere- 
bellum, and 
medulla 


with inuroid 


^ 


L 1 



!1 TuBNBnLL Je Wobtb- 

Arch. Path. Inat. 
Loadon HoapiuU, Vol. 
II, 1908, p. 163 
Two Cases of Carci- 
DOin& ansiag pri- 
marily in a Bronchus 



t. FrmsB. 
Med. Comspon- 
denibl. de« WarMn 
bergiaohpn lir«tli- 
cbsD Laodea Vereio 
1905. p. 139 

Bin vom rechtec Bron- 
chus ausgflheadea 
Cardoam der rechten 



.-_ _ hiB back." Ever«_.. 

back and dovn legs. Sweating and 
wasting of legs. Tendemeas over left 
lumbar spine and both sciatic*; oo 
But of ■eoaation. Increasing 
^•mptonu; fever up to 100. 
pigmented roots on inner sur- 
face right chest and several spots on 
ohsst and abdomen. Incnasing em»- 
oiBtion and weakness. Albumin in 
urine and occtudonally B trace of •!- 
bumose. Nothing is said about pbg^ 



Always healthy until 6 months be- 
-.rc admissioD, then ^ain in left ahoul- 
der and back after lifting heavy weight. 
Disappeared for some time, then reap- 

>d and penial«id with occasiDnal 

laions. Loss of weight, l«od<T~ 
on percussion of dorMi (vine: 
uuestheoia of Sth left donal ixrvo; 
wasting of lower limbs. Remarkable 
absence of phymcal ainia. X-rays 
■bow apparently deepenra shadow to 
the left of upper descending thoracic 
aorta and 2 small dark shadows in 
lower half of right lung, Diagnooi* of 
either aneuiysm or neoplasm of lumbal 
Bpine was made. Later on symptoms 
pointing to lungs. Nothing said of 
cough, sputum, or ph_yaioal signs on 
luDgB, Symptoms mamly referstde (o 
■pine — severe pains in lega. wasting 
of legs, bladder symptoms, inconti- 
nenoe of foces, etc. Duntion about 
10 months 

_ Cough, irregular fever; good appe- 



reepiratioD. 
better and „ 

leaves honiital having gained 6 .. 
Works at his trade for i months wneo 
readmitted with severe dyapn<Ba, cya- 
nosis, and dilated veins about hMd, 
neok. cheat, and upper extremiti<«. 
Flatness over right ohest; bronchial 
breathing but no ralm. Intercostal 
apacee levelled; heart dislocaled to 
left. Enlarged gi&ods above right 
clavicle; 2 tumon on left parietal 
bone. (Edcema of right arm. Right 
pupil dilated. Duration of disease 
about one year 
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«t^ 


AirromT noTBa 


«T..^*.» 


-.c-oaoop. 


■ 


Od«. 




Hetropeti- 


Alveolar 




lump of 


left lower lobe. On outer 


toneal. in- 


structure 


^^1 


foul- 


luHare both lunra m&ny 




lined with cy- 

lindncal cdk, 


^^M 




bard miliary nodules. In 


Sm^"^ 




left lower lobe cavity »i»e of 


bronchial 


some cuboid- 




■IMOf 


walnut with rautHl edgee 


lymph 


al. Main 




wJnut. 




nodes, right 






looking 


nodules; communicates with 


femur, both 


bronchioli. 




like - her- 


bronchi of 3d and 4th order; 


Iliac bones. 






ring toB- 






arteries and 
















■i< below cavity. Nodule. 


ribs, and' 


rounding 






in both coatal and viaoeral 




lungtiaauein. 








Nodules' in 


eitrated by 






■ion on both Bid« 


bothadre- 

Htrophii^ 
Uver. Brain 

ined 


tumor 


m 


NodetaiU 


Carcinoma of lower right 


7th and 8th 


Adnoua 


In both cases singu- ^^H 






domal ver- 




larly smaU siie of ^H 




lymphongitia of pleura of 


xhnD preas- 




primary lumor and ^^H 




both lunga. Bronchitis and 


rth and 8tli 


lion of mucus 


selection of bones aa ^^H 




eapiUaiT bronchitis of left 




chief site* ol second- ^^H 
ary growth. AbaeDce ^^^H 
of pEyadd signs ^H 


eft ribs and 


iiart u atypi- 




acute endocarditis; abM:e«s 


8th right 
rib. No en- 


cal 




in spleen: septio infarct in 




^int^to lung, in ^M 




right kidiM^y. Solid nodule 


largement 






at back of right lower lobe 


of lymph 
















Dhu. 


chert "" 




J 




NodetatU 


No details 


No details 




h«mop- 








on account of (be ^^H 










steady gain in weirfit ^H 


tubrrcle 








during hu stay in the ^^H 


bkcilU 

1 








bospiUI ^ ^M 


L J 













^M ^^^^^^K^^^f TABl^^l 


^^H 


AOTOOB 


a™ 


A.. 


"■^l^tD' 


CUMOA. S^^TOM. 


^^m 


y. SoKBOTrtH. H. 


M 


30 


R 


month*. Perieotly healthy until fint 




Mitth. der GeBcllach. f. 










mo. Med. u. Kinder- 












bile, in Wien, ia07. p. 








vata of 8 to 14 days. Muit have ex- 




145 


















pecbonttod about SOOO c.c. of blood. 




FbUu von Cttroinom 


















tion abowed do cause tor the blcodiu. 
Noio, thtoat. tracbea auapccted. X- 
































nothiDB found on lunra. Broncho- 
scope found a tumor at bifurcation of 
riant main bronchus in right lower loba 






















^^1 


ZeiUohr. f. klin. Med. 


M 


44 


R 


No heredity. 5 weeks before ad- 
muoion cough, pain in chest, Ioh of 




Vol. 62. 1907. p. SOB 










Zur Pneiiaioiia Diagnose 








chest and abdomen. Right chest lags 




dor LuQBBQtiinioren; 








in leapiration: BatnsBS over rieht apei 
in front from axillary lino over Irtt 
border of st^nimn. Aiuence of breath- 




brOQohogeDes Kuni- 










nom mft Glykogon- 










bilduog: Bemerkuu- 








ing upper portion right lung; dimin- 




fZSSJ^-^ 








ished in lower. Tumor suspected and 










main bronchus just above bronchus of 






















upper tobe. Eicisioo of small pieoe 

theliuro carcinoron. CeUs contjun sfar- 
cogen in small round ■phcreo. PatMnt 
(eels better (or a time sJid KOios ia 




















































weight. Later mdiema of (aoe, inteoM 












cyanosis; death from eihoustion 


^^L 


WACnBKAI>NAPoi.I.AX 

New York Med, Rec- 
ord, Nov. 1904 
Throe Cmsi of Primary 
MaliBnaat Tumor of 
thoLuns 


M 


55 


R 


angen. Dulnesi over risbt upper Um 

m 


^H 


WAOmB. 

MQnch. med. Woeh 
1903. p. 133 

o&romom 


Not 


•tated 


L 


No clinical details eioept that there 
was normal percussion note and breath- 
ing over whole left lung, but that vocal 

most abolished, and thnt at a very 
early stage of the disraac the clinical 

ably starting from bronchus could be 
made 












^H 


WAUiWAina, AwTON. 


M 


69 


L 


SMil"'ff=i,.Tl!;;i.'s,?S3 




Din. MUncheo. 1902 










Uober primHrta Carci- 










aoffl du Lunsenpa- 








dulnesa over right upper lobe.. Fever 




roQchym. 








diagnosis: primary tumor of lung with 




J 



repeated 



Often 

Later 
hsmop- 

^H UciUi ° 



of small por- 
tion rtDDoved 
by probatory 

ihowed ( 



CaroiDonia of rii^ht main 

. 3iu dcgcDeratioo of right 
upper lobe. Prolileration 
flupenor cava. Indu- 
a and chewy tubercular 

. aiita in ngbt apei. Ti 

mor of luDX oontamed cai 
ity 



bloody. 
No hm- 
■Doptyiia. 
CootAina 
oelli su(- 



mor (ollowiog lymph ohan- 
ueU in luDS. bIbo in pleura 



Left lung, 
lymph 

DodCBof 

DccL and 
cheat: liver, 

thyroid 



^1 iMcilli 

BO tUl 

L 



Proliferating lutnor ob- 

(truFting lumen al fiual di- 

■ J of left main bnjnchiu 



Left lung. 
mediaati- 



ieft upper lobe. Caneeroua 
pleurtay of both ndoa 



Liver, both 
kidncya. 
dura, brain, 
booeaot 



Typical 
pavement 
epitheliuin 



prigin from I 



Author anumea al- 
veolar epithelium •■ 
origiD of tumor 



InGltratinB encephatoid 
»Dcer throughout tight 
lower lobe 



EotJre right lung cr 

vort«l into arirrhous tumor 

a with cavitiu aad begiimiiig 

nippuMCioii 



SdnboM tumoi of both 



Pavement 
Bpit helium 

From [icrii))^ 
eral portioDs 



Cudttom* of right upper 
lobe begiDDJng id a lecoad- 
ary broncbus uid involviug 
main broochun, trachea, left 
Qiain broDcbu*. upper cava. 
n both pleunc, 2(1 And 3il riba 
and intcrooatal musdes. 
BroDcbiectasis right middle 
lobe 



CarciDoniB of right main 
I broDchus: abacen and ne- 
croaii of right lower lobe 



Bronchial 
and cervical 



Fibroua 
■troma: oy 
lisdrical ep 
tbetial eella 



boid epithe- 



» In cigbt upper lobe 



IT lobe 

Bard man at root of rig) 
lung following main broi 
elKia which it comprenea. 
Bpreada throughout lung 
•Mnt btnnfhial ramifica- 
" — Two abacca* CBvitin 



Both lungs. 

nodes, liver, 
■pleen. Idd- 



Diu. Berlin, ISSQ 
Primlrea LuDBeDC&roi- 



ig WaXANBR, 

Zeitochr. f. Kreba- 
toncb. 1905. 111. p. 
618. Wral«;h (Riu- 
mao) 1904. No. '' ' 



rl WlLLEBT. 

Dim. WQnburs. 190S 
Beilntg mr Csdiutik 
dm prim&reu Lua- 
geDcsrdnonu 



SWmxvKH. 

Thernpvut. Monnts- 
he(t«. 1899. April, c 
16fi 
Du primkre Lungen- 



Portachritt. det Med. 
XIII. 189S 
Der prinftK Lungen- 



Brother died of cancer ol Uvei. 
CouEb. rapid emaciation. Phjmcal 

■ li]ie preceding case. EnUTBcd 
-aclaviculir glaods. Diaanoai* 
le during life. Duration about 10 



Family hiitory ot cancer. Aathnui 
and bronchitis. Later pain and tumor 
in W which was amputAted. Tumor 
found to be camnoma. Cacb 
cough- Death bam exhaustion 



Clinical ■■, -- 

consolidation of the lung. 
dyipncEM. and cachexia 

No heredity: always healthy. 
Cough, increasiii^ d<?bility. Dulneaa 
over left lung: diminished breathing: 
some bronchial rcipinitioD. No pain. 
dyspncBa, or fever. Later paralysia \kA 
hypo^oMal and facial; complete 1^ 



,". but 

mainly of atomach. In- 
hunger, but disgust for food; 
inal vomitiim. FIstnMa. in- 
creased resonance, and absence nt re- 
spiratory sounds over right infracla- 
vicular region. Htarl toundi are heard 
inM apeaot lovdnen otvt lAu oraa. 
Dyapnon, pain over both lungs, haraa»- 
ing cough, emaciation. Slight bulgiDg 
of dull area 



Clinical history that of ehranic 



i 



Atouad main hroncbuB 
'bi[« hna tumor peoetnt- 
i|t lunit foUowins bronchi. 
:oiiH<lidaUoi> aniTulcerkted 
cavity at root of Iuds 



No< 



Tumor die of walout io 
—iddie of riKht lower lobe. 
Tumor infiltration through- 
out lower lobe (urrounoed 
by broDcho-piieumoiuc ron- 
•oUdatioD 

Mili&ry cancer Dodutea 
oriBiDatiiiB (rom BraoUel 
broQcliiole* and alveoli 



Tracheal 

and cervioal 

nodes; liver 
and both 

LunE. liver, 
bronchial 
lymph 
nodes. Left 



Author coniiden 
the lung tumor tb* 

primary one 



Occasion- 
ally 

Repeated 



Bloody eSunon in Ipft 
pleura. I^rge tumor to left 
upper lobe ; somewhat amall- 
CT one in left lower lobe. 
Walla of bronchi ftod blood 
v««BelB infiltrated. Mucoid 



__._ and peri-, principally 
aortic lyniph' cylindrical 
nodee. Liver, e ' 



brain, kid- 
neya. right 
adrenal and 
thyroid 



cells chang^ 
ing to cuboid 
and aome flat 
polymor- 

Diatinct ac- 
cretion of 



I^rfa tumor in right up- 



Tubercular cftvity in left 
lung in which carciooicatou* 
tumor proliferatea 



Right 
ileura and 
eft inlCT- 



Tubereular cavity in righi 
upper lobe containing poEy- 
poid CBDceroua ercresceoce 
near the efferent bronchui 
of the Mvity. Walla of 



Pavement 
epithelium 
with typical 

Pavement 
ei^thelium 
with canon 






kft. Saiiea dcMh bta 



JM orer upper portion ri^ rln^- 

bdble raifiamtiaB. ' =" " " 

Ikui- Left hiai 
kfaoot 3 mouhs 




Mucoid : 
later 

No tu-' 

b^illi o 



branchua thickeoed and mu- 

membrene ulcerated. 

Tubercular gmiulation* all 
'«r neoplum 

Middle and lower lobe 
converted into large tu 
penetrBtics diaphraxn 

'dudus witb BecoDt 

tumor in liver 



Tumor ia left apex. 1l 
left upper lobe large cavity 
with Dccrotio wbUb; left 
main bronchua almost com- 
■ itely destroyed by tumor. 
jDor KumundB necrotic 
walU of cavity. Miliary tu- 
betelea over right pleura 

Tumor in right lower lobe 
peQetTBting between Tth and 
Bth riba. Cavity in centre 
al tumor turroundHl by nod- 
ulated neocdasn). Cavity 
Dommunicatee with lower 

bronchui. the walla 
ot which are partially de- 
itroyed by tumor 

Prominent tumor ot right 
uj)per lobe perforating into 
nipt upppr broDchua with 
deatruction of ita walla. The 
cancer ia lurrounded by 
(reah miliary tuberclca. 
Both niprarenali are tuber- 
cular; tubercular ulct 



Bronchial 



Both 

pleura, peri- 

nudium. 



Fibrous 
atroma; alve' 
olar struc- 
ture; flat ep 
Chelial cells. 
Epithelial 



Alveolar 
amall oval 



Alveolar 
■trvcture; 

cylindrical 



tubercle 
barilU 



Ivane ol larger bninchL Bi- 
lurcation surrounded by 
larce tumor* □( bronchial 
and tracheal nodes. Frpnh 
miliary tuberculosis of both 

Imcularly deSned. hard 

mor in left lung. Chees>' 

pneumonia in IHt upper lobe 

also several tumor nodulea. 

Tubercular pleuriti* 



□ndea. 
Pericardium 



epithelial 
cells. Miliary 



m. Wt 
icle, left 

and lung 



round and en 
boid epithe- 
lial c«lla 



L 



. 


^^I^^^P TABLE I 


I ; 


aCTHOB 
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"Cv."' 
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LOACBT. 


M 


55 


R 


ebtal lymptonu 


w- 


Wow, 

LM.Mt. 


M 


6S 


R 


Nohersiity. FM«Iy*i of UJt mm. 
ud leg. Pkinrul awelliu of do^ ud 


m 


Loo. err. 


M 


U 


R 


Cliokml pictun domuuMl by bndn 
aympWBw 


»M 


Loo. tar. 


M 


M 


L 




tu 


Loo. on. 


M 


<T 


R 


Pub in ri^ht. chart tWo™. dry 
cough, emscialioD. DuIdcw ovot 

argnl, puuful Uvm; aadtM. Bobm 
fever H 


SM 


LOC. OR. 


M 


U 


L 


m«: abaeDoe of voice. Duntioa»bMHH 
fl mootha ^H 


867 


Loo. BT. 


F 


64 


R 


Sudden onart .ritli cbOl uid p^ in 
right nhcat, DulneM: frirtion at rifht 
haae: levpr. Later periearditii. la- 

about 6 weeka 


358 


Loo. OIT. 


M 


ei 


R 


No hendity. A cut* atiaet with 
picuriav. After that emtrUtion and 
urhexu. Loa* of patcUu- rellexca: 
etl pupil larger than riaht. FlioUoB 
over right lung. Duntfon of diaeMa 
about 3 mootha 


350 


Loc. or. 


M 


S4 


a 


n-jii and emaciation foUowtid hf 
^: death alter a few tnootha -fthoul 


1 



UIPMBted tight 

broacbus leading into luge 
tumoi at the root adbereot 



BroDchul 

Qodea; braiii 



RetrkctioD ol entire right Left Inng. 
Iudk: dialocntioD of heart, dun mater 
Eti^t main broDchuBalmrxt tip oI noee 
completely filled with couli- oaaal >ep- 
flov«r-like tumor, Smollertum; right 
r- bronchi of lower and middle laupracUvic- 
li lobea, aamo tumor. Tumor ' - ' 
penetrates into liebt pul- 
monary von BQcT prolifer, 
atea into Uft auricU, Pdcu- 
'a left lower lobe 



UlceratioD of rit^t main 
broncbiu; timiora in right 
upper and lower lobes: latter 
pontaina cavity perforating 
into pleural cavity 



Tracheal 
and bron- 
chial lymph 
Dodea. brain, 
■pleen, kid- 



tending to lower lobe. Cav- 
ity in tumor 

Right main bronrhua 
filled with cBJicer proliferat- 
ig from its walls, extending 
ito trachea. Tumor nod- 
,ca in Tight lung 



tubercie 
bacilli :n 
blood 



broochua completely ob- 
itructing it; left lung re- 
tracted. Bloody aerum i 
abdomen: miliary tubercle* 

Right lower lobe and pt. . 
of middle lobe destroyed by 
medullary cancer : right low- 
er lobe adherent tn pcricar- 

Carcinoma of lower 
braoob of light main bron- 



tercostal 
muBcles and 

cinoaia of 
peritoneum 



Carciikoma of right main 
bronchai: bronchiectaaea * 
both tunga 



Alveolar 

large poly- 

id cylindii- 
IcelU 

Alveolar 
niclure; cy- 
lindrical cells 

. jlymor- 
phous cdla 



OrigiD from tmo* 



— infc 
s(ileen, liTBr. 
right pleura. 
muBcVea of 
back, brain 



Right Ud' 
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Loc. CIT. 

Loo. 01*. 
Loo. ClT. 

Loo. (JIT. 

Loc. or. 
Loc. car. 

Loo. OT. 


M 

M 

M 

M 

P 

M 
M 


57 
M 

60 

63 

M 

99 
67 

76 


L 
R 

R 

Both 

L 

R 
h 

L 


Pleuritic effiuiou in left cheat. A*- 
piraUoDi pm. Rawction of 9lh left 
rib with removal o( 2000 c.c. ol thick 
putrid pua. Death 

Aspiration of ele« Nnim troin ricbt 
pleura: dulDcn not aSected. Ab«eN l 
over Stli rib opened and lib raaeet«d. ^^^ 
Death after a few weeki ^^H 

neaa and vwelliaK left aide o( peck; ^^^ 

Pain. eroacUticm. Complete -Jul- ^^^ 
Dead loft lung; no voioe or breathins 
Bounds A SuctuBting Bwellinft at 
angle of loft scapula found on inciaioii 

of chest. No cough ^^^ 

nary phthi. "^ ^^ 

Ji-.S^ain^e'^™^ 
left cheat butsiDg. Flatnen and ab- 
aeoM of breathing over left upper loba 

No heredity. Well until 3 weehi 


-* 















CARCINOMA 



CaranoniB o( left inaia 
braoebus ood iU ramificB- 

Large cavity ia lef 
lower lobe. Eiteoaive 

' broDct 

Rieht main bronchus 
completely filled with papil- 
lary irowtba flnnly ■dberent 
' )^ wbUb. Tumor pene- 
* iolo right lung ' " 

n large tumor in upper 

nud lower lobes. LArge v 
•eIicompt«iec<l: upperci 
perforated and filled with 



left lodDey. 
and riibt 
-"iprareual 



Mediaati- 
nal lymph 
nodes ; left 
auricle, kid- 
suprarenal 



Pavement 
epithelium re- 
■emhling epi- 



Cavitjr in right upper lobe 
commuiiicating with ' 
mpletel^ closed 



Left kid- 

vica! verte- 
bra with de- 
itruction ol 
bone and 

compreaoi 

of cord; alao 
left ventri- 
cle and bnjD- 
cbial lymph 



proliferation 
Dpreteiy cloaini 
□ of trachea and 
ling into both bioDcbJ, I 
large tumor surround- 
. achea and large bron- 

chi and compmatDg upper 



Entire lower lobe ■ 
irerted into large cavity 
walla of which cooaiH 
white tumor. Main lower 
broDchu* oonuDunicatM di- 
cctly with cavity and ia 
obstructed by proliferating 



Bronchial 
nodea and 



TUmor proliferation in 
right main brenchiu: bron- 
chiectatic cavitiea in right 

ft main broacbus al- 

mo«t wmpletely filled with 
tumor which proliferatea 
Irom its walla and extends 
along ramifications into left 
upper lobe forming large 
hard, white tumor 



Bronchial 
nodea and 

Bronchial 
jid retro- 
peritoneal 
lymph 

cardium 



te; 



__ luDsa. Treated tur 6 
electricity and (elt well; 
(uliDg. dyspDiEa. cff uutm 



rnralyua 

UB in heart 
monttia by 

1 l(Jt picum 



Father died o( cancer ol the (bnnach. 
Well until a year aio, tben dyspnaeft, 
debility, and emsciatiaD. hdi Upper - 
cheat retracted and impaired reapin. 
tnry motion. Dulneaa over lelt luii| 
with loud bronuhial breathing 



No climcal history 



Always well. DiseaM Mmmniotd 
with ptualyaiB of riuht vocal oonl anil 
dyBphagia. Soon thereafter dyipncea 
a Koan ol suftocntioD. Later 
ae Imcheal alenosia. Bard nod- 
in thyroid which acem to e>xt«id 
up from below slernuni. Dulnro* 
over atcrnuni and on ritcht aide behind. 
Traohcotomy. with long cauula intro- 
duced into right broDchui. This ia 
To I lowed by putrid bronchitis, im- 
laired degtutitioD, iocreaaine debility. 
double plcuro-pDeumonia: death 



pain in lower aoacimen, emaciauoi^ 
ictenu. oedccma of skin of abdomen and 
lower extremities. Liver much eo- 
largrnl; no noduli^a can be felt. 
Nolhino found in tunoi. Duration 
of diaeaae only about 3 weeka . 

Clinical aymptoma of pleuriiy with J 

eSiuioD 1 



No heredity. Well until 6 roontlia 
before admiwoD when dj^DCB*. paia 
In chest, coush. On admisaioQ cyatM- 
na, impaired n-spiratory motion ol 
left cheat. Dulneia from middle at 




ft mUD broachul com- 
pletely obatniFted by carci- 
it Doma proliferaling also into 
trschGi and right bronchus. 
Greater part of lung coD' 
vert«J into solid tumor 
citeadin^ along broDchiai 
ranuficatiooa 



cardium, 
heart, thy- 
roid, and 

both lupra- 

nodcs, right 



relroperi- 
toneal nodes 
and bodiea 
ofTtb to 



Jiut below right lobe of 
thyroid a large tumor which 
'TBtee into right upper 
adherent to boocf 
whieh are Dot affected. Lob- 
ulated tumor from bifurra- 

main bronrhua. penetrating 
iu walla. and ertending i~'~ 
muTounding lung tiasui 
Tumor in upper lobe in 

contact with large 

}D thj-roid 

_ ft main broochua and 
broncbuB from left upper 
lobo obatrui'ted by cancer. 
Walla of both bronchi infil- 
trated 



CarrinomB gnxrins from 

r- walla of both bronchi aod 

li trachea and obstrueling 

their lumeD. Contiououa 

with thia a tumot aprcading 



pavement 
epithelium 
ical giant 



Scirrhu»- 
like; amall 
round and 
cuboid cella 



bands of atro- 
ma; large and 

'^epithelial 



Bronchial 
tymph 



Bronchial 

node* and 



Bronchial 
lymph 
Dodea. right 



Id?rfl 



'X" 



Ongin probably 
from bronchial mu- 



downmnU; no (remitiH. 






DiaeuMod fint mi tuberouloaU: tbao 
H ijipiiUia. DulaeM over eatin left 
iDtMior cbast extendiiu to iBteral mud 
poatarior mtp«ota to Getftw «plDe of 
nmpulm. Over thU mra* bmndiUl 
btemlhluK mod diy rmlem. Bulfiiif of 
Mt obamt; interoomU) ipMW obIit«r- 
Bt«d. AU aymptomi mod ncna dim- 
tppMied uoder mntuyphilitic traml- 
DMDtj thso ramppemnKl; mimin lU^t 
inprovement UDdei meieuty ttdlowMl 
ipid tmiluTO mud damth 




CARCINOMA 



239 



SPUTUM 



At fint fi- 
brinous, 
then 
maty 



AUTOPSY iroras 



over both lungs and into left 
auricle. Pulmonary veins 
oompressed. Lesions of old 
and more recent phthisis 



Jelly-like mass at apex of 
left lung; remaiDder of left 
lung diffusely infiltrated 
with carcinoma. Large ab- 
scess behind sternum; an- 
other behind pericardium 



None 



laCBOSCOPB 



Carcinom- 
atous struc- 
ture 
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Barcut, H. C. 


M 


IS 


L 






New ZealsDd Med. 








with pain at right base, some oougli, 




Jour-.V,18B2. 170-172 












Sarcoma of Luos 








at vocal frcmitua. some harah raapin- 

to 104- Gradually bulginB over left 
cheat; cadismB of \el% arm and cheat. 






















Glanda above left clavicle. Two ex* 












ploralory puncture* piBctically nega- 


\ 










tive. /'oin o/imv <» rvU AOM 


\ ' 




F 


3yrs. 


L 




\ 


Lancet. 19lia. I 




llDIO. 








Prim&ry Baroonu oT the 












Lung 








iBhud voice and breathioE, bulvus ot 






















heart to right. Fever 101. Aapint- 












tion recovered only a amaU amount 












□f bloody fiuid without anything chai- 












acteriitif. Duration 8 weelca 


8 


Bill. 


M 


28 


L 


PainioBtemum; lal«r severe couch, 

of loft che»t; imperfect expwaion. no 




Monthly Jour. Med 










BaiBCCc, LoDduu, 1S40 








\ 


-17 








(remilua. Dulncas over entii* left 
lung in front and behind; sbtenee ot 

tEdmrna of upper and lower extremi- 

tiea; diorrhcDB. Duration of diMMS^^ 

about 3 yean ^^H 


\. 


Centralbl. f. Path. 
Anat.. Vol. tfi. 1904, 

tJber Lungen und Hera- 

aeiu (SwedUh) 


F 


3 


R 


"•"""- 1 












6 


BLuuaNTeAi, 


M 


20 


L 


For Kvcral yeara pain b left um; 




Dug. Berlia. 1S81 










Zwei FaUevon primil- 








on left cbMt; later awcllina in left 
aiiUa reaching dk ot a ehitd'a bead. 






















No respiratory diBturbancee. DulneM 












over left cheat more in front than be- 












hind, with absence of breathing aounda. 












No couRh; no aputum. Fluctuation 
























dnwi aUght green, clear. mucoid fluM^^ 


fl 


BocK. A, F, 


F 


6 


L 


No hprodtlv. Diaeaae commencw^^^H 




WoeUyMed. Review. 








with fever and severe pain in left «i^^" 




St. Louu, Vol. XIX, 








ihe latter continuing until death. ' 
fever yielded to quinine (probably 

Sweating' of riKhTlaif'^f'boc^riSt 
always dr>'. Uft thorax larger thu 




1889. p. 6ia 
Prim«ry Sarcoma of the 
Lung 






























■ 


^^^^^1 








^^ 





B SARCOMA / i -i ^241 ^H 


srnTUM 


ACTOPSI HOTM 


HBTAnASEB 


„c^„ 


— ■ 


SfADt, 

bloody 


Old uid recent plouritic 

Greater p»rt ot Icit luag 
replaced by hard, nodular 
tumor. Smaller bronohi 


None 


'■Snudl celled 


J 


Hamop- 
tyaa 


Upper lobe otUttlungr^ 
placed by iiofl aaroomatoui 
tumor. Pleura thickened 


None 




I 


?^""* 


Lower left lobe one large 
cavity with hard irregular 

walla. aUed with gr«n fluid 
NumerouH spherical nodules 

ol loll luns and m light 


None ei- 
in right lung 


None ^ven 


Althou^ no inicro- ^H 

given, the age of "the ^^| 
paUeol, sputum and ^^H 
character of the nod- ^^H 
ulea speak for MS- ^^^H 
HlfflB ^^^H 


Notsiv^ 


Entire right lunc Irane- 
formed into wttt nodular tu- 
mor. Wvevraela at heart 


L«tt luDB 

and heart 


Round celled 


J 


Now 


Left pleura 400 c.r. bloody 
fluid. Upper lobe of left 
lung oompreMed and flat- 
tened. Of the lower lobe 
only ■ narrow border ot 
highly comprened lung ti»- 
nuF retnaina, all the rent 
taken up by a lawe lumor 
which has eroded several 
riba. and which haa pene- 
trated into the axilla and 


None 




1 


Nona 


Entire left tborai orcu- 
ned by white tumor man 
without viuble lung atrue- 
luf». Left broncbua en- 
tirely oblilerated. All other 
srgBna healthy 


None 


conw 


\ 


J 













k\. 



Bkahwbll, Btvom, 

CUoieal Studiaa. Vol. 
I, I«03. p. ISO 
Bolid iDtrathaiftoir 



Bkau m pt t ii. 

DiM. MODcben, 1881 

(after Pollftk) 
Prim&rf* Saikom dei 

'^uaat und d«r Broo' 



Wie'n. 1878, >_ _ 
(quotsd tHer Puctu) 
nadcer dcr OeaeU- 
•otuitt dat Ante 



CoAi*. Joaarn. 

Olaatow Med. Jour. 

Naw arriai. Vol. VI. 
1874, p, 274 




■ ^ „...--- '•''^SI' 

dnlMM aod tobolM bR«lhina 
li^t nppar lobo. Onraainnal 
F«nr. Tiliiiiiii ilj«|iiiiaa tiiil i jiaiiiMa 
DuTktioD of iiar—r about 1 1 ""^tlM 

Mimmeiiod 7 moiitfai bafora 
idmiauoD rith dyipixM oo cmtioB, 
tr«akiwfla. boaneoeff. am^, paiD in 
left cheat, Lu«tk mfertioD admitlod. 
DuiiM** all over left chfMt. mom Bat 
OD upper part than baae. Load 
broDchial breatliuig at baae, iocreaaad 
vocal fremitus: do role*. Punctura 
nesatire. Left cheat ) ioch more than 
ripit. He&rt Dot din>lac«d. Patient 
WB* treated with Kl and impinved 
somewhat: eaiucd 7) poucda ia weiaiil. 
Physical aisni remain the aame. Sud- 



No clinical hiatory except ll_ 
died of facial eiynpelaa and | 
cedotma 



H BARCOMA ^^^^^^B^^ 


^H 




.^„. .^ 


^^^ 


M.™»COP. 


■— H 


NotneD- 


NtMriy tbe wbcde oT left 


Bight 


KotgiTMl 


J 


^ 


UDg convertMl into a soTten- 


lung.verte- 
bw.ininal 




^^^^^H 




aief eitprnul maaa. EroaioD dura 








o( 6tb to 8tb riba- Laree 








hifd tumor iDfiltrsting 








upper and middle right 








lobn. adherent to upper 
















tratina dura. Cord healthy. 
AU other visoera healthy 






■ 




^^^^H 


^1 8MDt. no 


Large new btowUi from Only 


, No det»l* 


^^^^1 


^M blood. 






^r Later 


glandi extendi in large lymph tiodca 


SiltSS?-'^ 




^ thick. 


aameo along bronchi into mentioned 


ooma 




dark 


luni. Lett main broorhus 
















^^^^H 




Bronchiectaaia in lower lobe 








itttluge 










fatty 










BtmDular 

Mlla. 

Puncture 








^^^^^^H 








^^^^^^H 


mtoluoB 










■bowed 










Uunina 










oelU 








^^^^^^H 


NotmoD- 

H tioucd 


bronchial danda of right hi- 

balf ol right lower lobe eon- 
verted into carcomalous tu- 

nunificationa 


Nodrt«l« 


Lympbo- 


■ 


^B Notneii- 


Upper lobe of right lung 
hard and firm; middle and 


Notie 


Spindle 


^^^^^^^^M 


^B tiMHd 




celled aar- 










coma with 




^H 


lower part richt lobe pneu- 




caldfiettion 


^^^^^H 
























ipberical tumor ID em. in 
luamelfT. In interior of tu- 














^^^^^^H 












^H 


madeout 






^^^^^^^^1 


^B No d«tailB 


E>iauae centred in lymph 
nodes at root of lung and ei- 


J!^-" 


Lympho- 
■arooma 


^^^^B 




tended from there to i^andai 






H 


of neck, many aa large ai 




^H 


L * 






^^^^M 







\ 



A Case of Lympho-sar- 
coma of the Bronchial 
Glanda 



Medical Times & Gai. 
Oot. 29. 1861. p. 618 



13 Cohen (3. Sous) A 

KlSEBBlDE. 

Proceedinipi o( Path. 
Soc. of Pbilodelnhia, 
Nsw Serieti. Vol. Ill, 
IBOO, p. 200 
Tumor {Sarcoma?) of 
the Mediaatiaal Had 
Bronchial Glandi 
Metastases id Live 
Rupture with Fatal 
Hmiotrhage 



SlTiaU Cliniea di Bo- 
Iokhb. I87B. OcDoaio 



ISDatih. AnTBim, 

Transacliona London 
I Path, Soc., XL, 1889. 

p. 40 
Lymphoaarcoma of Lcfl 




Dyvpncaa. Ahiolule dulncaa. ab- 
3CC of voice and brentbinK ovpt cn- 
e left chest. Heart displaced. La- 
r inci^ssing dyspncea and diarrhow; 



dyspna 



Pain in lower right cheat. Risht 
pupil larger than left. Nothins aaid 
about coueh, sputum, temperature, 
etc. Enormously enlarged nodulated 
liver, left lobe aimulaling enlarged 
, Right lung eipands le« than 

Irregular areaa of dulnesa in 

lower che«t with diminished breath- 
ing and absence of fremitus. Htem»- 
globin CO: reds 4.100.000: white* 
16.000. Albumin oad casta in urine. 
.Aspiration shows aeroaaDguinaleiit 




BUnc on Ufl tfieM; latet (welUng ol 
spot and fever. Puncture neaa- 

c, . : ijjj 



igns of pneumonia over left 
Dulncss on both sides lower 
8rareely any respiratory move- 
of left chest. Copious hemor- 
rhages. Rapid increase of tumor. 
Duration ol disease about 5 months 

Pleurisy a year and three quarters 
before admission to hospital. months 
before admission cou^, sradual Ima 
of weight, night sweats, dyspncBa, 
pain in Irft chest. Shortly befon; 
' ■ ' ■ ' right groin. Physi- 



H 8ARC0MA ^H^^^^^^^ 


^M 


■ »^ 


AUTOPST NOTU 


""""*■"' 


„»«,.,. 


.»^a H 




k hen's egg. PerimrdJum. 






^H 




both puietal aud visceral 










involvHl. At Buridea mu» 










de had been repbced by 




















U) cavity of auriclea. both 










right and left. Growth ei- 










tended likewise into trachea, 










bronchi, and lungs. Right 










ragus buried in tumot and 










iU tissue involved 






^^^^^^H 


^1 aaooop- 


Bloody serum in Idt pleu- 
ral iac. Upper part left 
pleura and lung aUcd with 


Retro- 


Round called 


^^^^^^H 


^B tyw 


Cf 


sarcoma 












soft tumor. Tumor appar- 










CDlly from hilus along bron- 
























^^^^^^H 


^K Nod«uiii 


Abdoineo contains 2,000 


No others 


Unsatis- 


Probably lympho-^^^^^H 
from bronchial gLids ^H 




c.r. of blood aod hkrge dots 


mentioned 


factory 




from two rent* in liver cap- 








nila. which is enormoualy dis- 










tended by layers o( swollen 










tumor nodules. Aolorior 










mediasUnal diuids much en- 
arged : tracheal and right 


















brDnchiol elands alao en- 
larged. Heart and large 




























the left. Several small nod 










uLes in left lung, also in left 




























enlarsed: right main tower 






^^^^H 




tumor: this tumor puses 










along bronchial ramtBca- 










Uons and infiltrates lower 










lobe. Separate tumor nod- 
ules in right lung- 














^^H 




Right upper lobe convert- 


No details 


Spindle 


Origina] not ■«»•■ ^^| 








cells and pe- 


^H 








euliu form of 
giant cfdU 




^1 H>clo1^ 


Left lung consisted of a 


None 


No details 


Ptobably MnxMDB ^^M 


^B rtixM 


mass of what Ihe author 
call* "medullary caneer." 
which had eroded 7lh to 9th 

«aU 






M 


^m Mntepun- 


Lma tumor above left 
nUvieU: large mass above 


Liver, ret- 


Round celled 


•^^^1 


^B Iral tn- 






^H qiMDlly 


Poupart's ligament filliiia up ncal lymph- coma 




^B hlwdy 


hollow of Ulum to mediwi node.; over 
below this. Left pleural ing vertebra 


1 


L J 






^^^^H 







17 DSMAVOK. 

tUviu MM. de I'EM. 

tV, lis 

(Quoted by Fuclu) 



e Db Rnm. 

Oioni. Intcnifti. 
Boc. Med. Napoli. 
ISSA 



S Dies, J. A. 

Aiutndian Med.Cu. 

Vol. XV. ISea.p.60 

Notea in a Cue o( 






:1 Elkah, Juutw, 
.. Din. Manch., 1003 
ttbpT ijrimftre Sat 
kame der Luoge in 
AnKhluM an riticj 
Fall von primlrem 
Sarkom der linlien 



phthuN with tm^ eooaotidalicB «ilb 
cavity at left apes. In tbe ooniw 
of 3 wedn caiiir diaMVcand and 
complete dnlimB with Icm of voiea 
and breatbina souDds took iti placv. 
Heart puabed lo right nde. Larc* 
oeoplaBD apptAred io ricbt cndn aod 
rentuallr amallFr growth* abore left 



For 6 moDthi increasiikc debilit]r 
Id emadatioa. Pain in peht chat; 
dulneai over left chest with abaeuea 
of breatbiac- Heart dialo«t«d to 
richt. Later (Bikmia of left chest, 
tnlarsement of liver, dyipofca and 
MUgh. EiptOTatoiy puncture oesa- 
jve; Buddeii death 

I^in in richt cheat and hypocbon- 
drium; beadaehe. epi«taii>; iwollefi 
tUndi in oack 



Symptoma of pleuriir with effuajoo 
ri^t eide; 3 monthi later puffy 
■welling of fan aod neck: Blight 
cyanoau: dilatation of veina over 
right cbeet: ortbopDaa: imDairmcDl 
■ reapiratory tnolion. Abeolu 



■ right eh»t i 



behind except amoll area o\ 
Abaeoce of voice and breathini 
thing else normal. Death 4 
after Stit eiamination 



eveiy. 
month* 



e left heiniple^: fou^: 



Incomplete , ,, ,,, ^^ ., .^.. 

flatncaa below 4th rib with abaenoe 
of voice and breathing. Pumlent 
n„tA i^ pleura: pain in nght cheat 



lugh and bloody 
■putum, then (welling of handi and 
'set; alight rise of temperature tor 
reelu: aome loaa of atrength and 
firn eiaminatioD lunga 



,. heart. 
Clinical diag- 

. . . _. bronchilia with 

mvocardilia. Tcinporary improve- 

~~Dt. X-ray ■howcd a denae abadow 

« whole of left upper lobe. Bupta- 

ricular glandi eDiarged. Diagnoiia 

tumor made principally by X-ray 

. ture. Duration of diaeaae about 

10 moothi 



SARCOMA ^^H^^^^^P ^U 




AUTOKT tfOTB0 


«rra«a«. 


MIOWMCOFE 


UH&BU ^^H 




cavity completely obliter- 
ated uid the wbole le(t chcsl 


and involv- 




^H 




ing pan- 








eUod with bud new growth 


crea.; right 








hudly uy lung oubatsnce 


Qiac booe 










and lymph 








trates dUphngm into abdo- 










naatl cavity. Nothim dd 










right luo* 






^^H 


Nou 


[rom the ue of a piseoo'i 
ecitotbatotafutmlert 


None 


Faadculated 


■ 












lung. No bronchi eould be 










traced Id them. Left main 






























at pulmonary aitery 






^^^^^^H 


NatmoQ- 


Round celled Mr«om> ot 


Nodetaili 


Round 


^^^^^^^^M 


tioMd 


broncbut 




celled «ar. 


^ 


Mumpun- 


Clear >enim in right 


No othen 


Mixed. 


„sssi,r" H 


Imt aDd 






round and 


H bloodr 






spindle 


Author believes tu- ^^M 




ve™«vi?^driS°"uride 




celled 






Right lung reduced in eiw 




aarcoma 


nated in lung t>«ue ^H 


■ 


bronchial ramification! 






itself ^H 




throughout right lung. 






























bronchial glanda. Bron- 








■ 


chiectatic caTily in lung 






^^^^^^H 


^H Prafuw. 




Variou. 


Round 


^^^^^^H 


^H muooid. 




partaof 
brain, liver. 


celled «ar. 




^H luBmo(>- 






V ^ 


tiona and invading right 
lung 






^^^^H 


Bloody, no 


Blood; Mnim in left 


Nodule. 


Medullary 


^^^^^H 


tubeide 


atedVm^Tnu^^l^ left 


on pl^ra: 

tumor in«- 


■pindle 
celled lar- 


^^H 


butkl- 


txBtJon of 






"K-^ 




2nd, 3rd 








and4thrib> 






fehler- 










■elleD" 










udaniui 










BTuiuIjir 










1 








1 


L * 








^^^^^M 
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B \ 


.^o. 


-« 


.a. 


"■"^v^ 


— " m 


■ \ . 


Fabbcu.. 


M 


Not 


L 










■Uted 








Q>lifu. XIII. 1901. 








in lelt chart. Lom of Bab, 'tbort 




p. 301 




















fomplete BAtneaa over left luos in 




Lung 








front from 4lb rib down; >b«eiin 
or bTMUung and fremitm. Po^ 

down; loa of voice and brmthinc. 
ration: "dN-k fluid." Oc*tb 6 dki* 












■ 












■ \ 23 


SuTome primitif du 
Poumon BBUche 
(slier Chauvaio) 


F 


32 


L 


(o hoapitai. but oevertbcUM (ivts 
biTlb to a Donnal child. Pun in 
i^h<!st: duln« to about middle of 
left luDg; abolished breathing bann- 
ing couRh: bulgiiig of clieM. napira- 

Enluged uillary glanda. Diagnon 
made during life 


^H 


PlNLBT. 


F 


32 


L 


No horedity. For 3 yean befora 




MedioiJ Timet &Dd 










Gsxelte. London 












1886. Vol. I, p. 145 








Meroum. Cough. emaeiatiDii. dyap- 




Csae of LymphoHurro- 
m. ol L*ft Lung with 








DOta. Ue« on back and left aide and 










any attempt to change poaliaD bnngs 




put dupUcemeat of 








on cough and wiffocation. Tumor 










below clavicle extending lowardi 












axilla; uniilar smalleT maaa above 












elaviple. and a large irregular maat 












from left intenpace to biHuit. Left 












rheet larger than right and immobiJe 












cbe«t in front and bdxiod rcrealed 






















abMtnce of bi^athing and absolute flat- 
























rigbt. (Edrnna of face, left arm. and 












cheat. Duration about 31 yean 


^^^^_ 36 


Toon, A. W. 

PronwdiDBB DubUa 

Pkth. 8o«.. SmuoD 

1871-a 
Primuy Encephaloid 

BftTOomBot Lung 


M 


56 


L 


Sick for 3 months b<dore going to 
boepital. Dyipntea and a Benaation 
of weiEbt artoM cheat. Left chart 
gave all (be ligna of pleuritic effoaioii, 
chronic and receding- Slight con- 
tracUon of that aide of cheat. Heart 
not digplaced. Intenn pericardial 
friction. No enlarged gfuidi. no 






















pain. DO bcmopiyiis; touch cachexia. 


























^H 


Fuiim, 


F 


39 


L 


Pain in right hip and right ahoulder. 
Dyspnoea and couRh. Effunon in Mt 














1880 - 1881, XXVI 








pleura. Broocbilia: dilatation ot veina 




677-673 








over left cheal- 9«condatT tum«» 
around left clavicle and ri^t faunMM^^H 


L J 



I 



Entire lc(( liue Bicept 
jnull purtion of Bpex ocr 
pied by larse Gbroui ma 
iDvolvinp aod adhering .. 
peric&Tdiuin uid heart snd 



left 



left , 



tide 



Hsnl D 
ule i ~ 
ventricle 
■nd (econd- 
ary srowth 

Dearly J ol 






H«art and pfricaidii 
firmly adherent. Neopla. 
tUling almost entire 1.. 
cheet. Tumor on surface of 
cheat oommunicatea dirrctly 
with tumor of lung. B 
ehiactatio cavitiea and 



. _ ^ Only tube tbroucfa 
maia U pulmoQary artery, 
which ia much compreaKd: 
brant^hi and [nilmonary 



oft. 

Uo 

k 



Left luni entirely aoltd 
large tumor in ronlrc reach- 
ing lurface at 3rd and 4lb 
ribs poateiiorly 



Simply 



Bronchial, 
mediaatioal. 

lymph 
nodes, Uver 



Bronchial 
■cd cervical 

Qodea, left 

right bu- 
menu, right 



Remarkable that 
e man perfonced 
hu dutie« a» a soldier 
until 5 or 6 days be- 
lli* deatb 
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^1 


ArrrmoK 


«x 


40B 


LUKQ «- 


■ 














H ' " 


dSS: MQncben 
Beitr&ge «ur Kenntoiw 


F 


70 


R 


No dinicBl hiitoir ^^H 














der Limge 










Loo. err. 


M 


73 


R 


Marked ocheria: -rnflB broncUti.: 


























■ ^^ 










pointing to lunga 


LOCCIT. 


M 


74 


L 


Clinical lymptoiiu mainly oerabcml 












found in lunga ^^H 












^^H 










^H 


Oaobkbaob, 


M 


IWym 


R 


Treated tor risht pleurisy for aboO^^I 




18B2 










(■lur Rotb) 










































a«m, over right »poi in (root to 3rd 












rib^ behind to angle o( tcapula. No 
























aa also supraclavicular apace wbnv 
there ia abaolutfl OatneaB. 3 proba- 




















































tumor of right upper lobe made dur- 












ing life 


^H 


Hauii. 


M 


24 


L 






St. Bartholomew's 










Ho»p. Reports. Vol. 












28. 18B2. p, 73 












Intra thoracic Orontli* 








nesa of entire left ehort eMeodin* 
over ■tcmum to right. Four tap- 
pings without relief. Durstiou about 
e montha 


^H 


Loc. CIT. 


M 


63 


R 


voice and breathing: aomB rale*. 
Duration about 4 months 


^H 


Loc. CUT. 


M 


38 


L 


Pain both lidM of chut: ooach, 
alight hemoptysis. FUtnsM of Ml 






















chot: aboFneo of voioa and InvBth- 












log. Duradon about 3 manths 


^H 


Loc CIT. 


F 


48 


L 


Cough, pain in Iril aide, swelling 
of abdomen. Abaoluto flatnea with 






















■baeora of voice and breathing ovet 












entire lelt chert. Duration about 












10 months ^^H 


L J 



SARCOMA ^^^^^99^^ 


251 ^M 


™™, 


AUToraT Horm 


UBTaar&SBa 


MicRoacopk 


BBMABKI ^^M 


No detail! 


Primary ■arcoma with 
cenlral lofteiiiiig in righl 
upper lobe. 


Bronchial 

nodea. liver 

pancreaa 


Not pven 


^B 


None 


B child! bead endoMd in 
thick fibroue capsule, in 
right lower lobe 


Nodule in 

eft lower 
lobe 


Spindle 
ceUed aar- 
coma 


'^^^1 


Noae 


Nodule Die of a pea in 
left upper lobe 


None 


Structure 
in some psrU 

lympho-ear- 

othen Gbro- 
sarcoma 


^1 


No deuilii 


Medullary Hircoma o( 
right upper lobe eitending 
to tiba &nd vertebne. Tu- 
mor id» of child-* head diii- 
placea right nibclavian en- 


PlcutB 


Round ceUed 
■srcoma 


■ 


ScAIlt 


Uft limg inatralcd by 

phaeus. aud deatroyiog auc 
obliterating left main Iron- 
chu* 


nodea. lung 


Sarcoma 


I 


Seut. 


Upper right tobe com- 
pleldy fnliltTatrd with neo- 
>laam, white, fim and aotid 
in upper portion: aoft and 
deoompoaed in lower portion 


Small 

nodulM in 
right lung, 
no othen 


SmaU round 
celled fibro- 


H 


^tV 

iDoptyiis 


Upper lobe of left lung 
almost entirely occupied by 
new growth : lower lobe com- 
plete^ invaded by tumor 


Right lung 
brouehial 
and medisa- 

tinal lymph 
Dodea 


Round and 
■pindle celled 

eicfwive fi- 
btoua tiwia 


^1 


Sent. DO 

luBmo[>- 
tyw. 

1 


Lower lobe ot left lung 
oompletely occupied by 
hard, white tumor. Pleura 

boMyemnted 


liver. 
■pleen. pan- 
creae, peri- 




^ 


L * 






^^^H 


^^^^M 





XaiUchr. I. KHs. Med. 

XXXVII. isee. 



Din. Berlin. 1887 
(>ftu PolUk) 
ESimlra rundsellt- 
S»rkatn der UnkeD 
Lunge im Auachli 



Intercolonial Med- 
Jour. of AuiUkIbmii. 
VoL UI, 1S98. p. 222 



laoonaco. 
~ U. de 1b Soe. Anftt. 
Puii. ISSS. p. 



H. beriin, 1B7S 
Ein P>D von Lungen- 

sHkncm Au*iruri 



riihtclKat. CKdkal dbcuii at fas 
iBbemdotM, bwt fiMMutif «< vUk 
omttiAa IB IAmmU iAmib dhovM 
hmttm 41' rMMrf «i«i boK wUth th 

Duration o( £mm« afaaM • JMO 



No heredity; ahiaya wdl; Ambm 
.jmrnenoea ynA arCK e< Av plcww. 
Fmnx b) 102, penimnt *t «wid»; 
great debiUtr. iIjuiihim XTW «,&. 

an tiaht ebcat. Ana d( dida^ 
_.jleriariy over middle of rifla Img 
with normal lovathuic and tum 
KMinda. Tumor «■■ ilia|i»'i«r il (raa 
rwealing. eooxb. imaieialioa. UTiliiiiiia 
at ri^t face, cheat, and ana. Deatk 
rrom aaphrxia. Duntioa afaoot 4 
-«dca 

No heredity. Pain ia right chjl; 
jucb oou^. Signa of wmaoBihlioa 
of left apex and patient «tmi Ihrmwh 
all the diuical atagca of 



No hendi^. Wttory <d hm 



glands.' Attack oft" 
After thk 



1 with 



with friction soundi. •ome of vhich 
■lao appealed on left cheat. Antiin^- 
lilic treatment abov* apparent im- 
proveDieiit: Dcverthdea dulncea in- 
creaaea and cachexja 
Duration a little over 1 jn 



No heredity. S meka ago atl«d 

□f acariel (ever. 2 week* ago and- 

denly rouRh. pun in cheat. Bli^ 

Talyaia Gnt of loot, then ■aeer'* — 

daya before Bdiniaaan laat i 



r 

^ M 



mpunm 


AUT0F8T NOT Be 


IUTA8TABU 


-■c«osoo„ 




Oocaaioa- 
Blly 
bloody. 

no tuber- 
cle tadUi 
nveral 


Large tumor in right 1udi 
iNDvered with thickenn 
pleura. Luns oompre«aed 
m puM cy«lio 


Only in 
Uvcr, no 

otbera 


rou^JUued 

■aiooma 




Mucoid. 

tuberdo 
twcilU 

1 


Pulmoiu^ phthima. Ex- 
lenaive MroomstouB prolif 
emlioa in left mun bron- 
chus with ulcerstioD uf bron- 
chial wall. IjURc noduUu 
bard tumor at led hilui 


Tume 


6m>U 
round celled 

previously 

lung. OrigiL 
Dot to be de- 
termined 




Bloody: □□ 
tumor ele- 
meata: do 
tubercle 
badlli 


Right pleural cavity oblit- 
erated. Whole right lung 

>ofl and whitish — ■evi- 
deotlv a rapidly growing 
loimd celled iBrcomk" 


Nods 


No dctaiU 
given 


The rapidity of de- 
velopment in this 
rase ia temarkable. 
Hooper bad known 
the patient well for 
10 yeare. Death en- 
sued in 6 weeks 
from time of onset 


■aid 
ibout 
tuborole 
bacilU 


ties in right lung; urcoma- 
tou» nodulea in ngbl pleura. 
Right lower lobe aarcoma- 

w left luDg 


Right 
Iddsnr and 


Not given 


Some doubt aa to 
mary in kidney 


GnMcncD 
color 

i 


Right lUDg filled with eon- 
oecting tumor Dodulea. T.!- 
mar in middle ol otherwise 
Donnal left lung. AbKoes 

tTMbM 


Mediastinal 
and bron- 
chial lymph 
nodes. 

^4r-hC- 

Df both kid- 

pent^neal, 
aiillaty and 

iPS'phnode. 


Round 
celled MT- 
coma 




lnit.iio 
tubercle 

bw'illi. 
DO blood 


Lrft lung adherent : elear 
lacnjm in pcrieardium. 
Largi. solid lumor ai.n nr a 
man-t hrad in l-It lowrr lobp 
almost CBlirely replacing 


Spinal eord 


Spindle 
eoma 





L 



\«l. 




fluid. Hamituiu. Fluid in nliial 
ot tmly in this Uyan; moat of 
. . JalDOH due to aolid maH in Idbc. 
EHmtiiia % little more than 1 mootE 



Faun in ebeet, ii 
palpitBtioD. n«tti 
Ml cheat. Heart 



fters 



■boat abaent bnatbioc emmda. Clini- 
' of lympbo-aareooia nuKle 
witbdrawD by 




^^^p^^K^p 


255 ^M 


„™- 


AOiorat norma 


UVTASTABU 


.,c,,„^„ 


»n..BK. H 




unc ti«suo. IdvoIvsr eo»- 






^H 




tal pleura and penettatca in- 










tercoital muscles ; involves 










■Uo lower part upper lobe. 










vertebral oolunm and fiUi 


















Miutl [ram 4tb to eth vertc- 




















dura. but oompreMeB cord. 










Above and bdow oompren- 




















medulla iptualii 






^^^^1 


odMaOa 


Lwn tuiDor wdghing 20 
Idloa tillitig whole of left 

rfifvt mnA KwtfnAinr tn rivht 


Enonnoua 


Fibro-chon- 


^^1 




cueH aoa eiieiuiiUB w na"'' 


in some pla- 


touB degcoer- 


^^^^1 




to nooll strip between tumor 


the charac- 








and chert wall. On •eetioD 


ter of «.tt 








lott white tumor tissue COQ- 


medullary 


















cavitiea and aresB of oaaily- 


Areas of' hy- 








■ng and owfied tinue 


aline carli- 
lage. The 
small cyrta 

witb cyliu- 
dricalcell* 




■ 


r« blood. 


Luie tumor m anterior 


Right ax- 


F^arcoma-car- 


^^^^^^H 


no laber- 




iltary lymph 








with tumor of right Iuqb. 








no duUc 


Tumor affecU ■eveisl large 


cervical, su- 






fihrm 


bronchi. Id upper right 


pra- and in- 
rsclaWcu- 


















LargUud* 
witEprea- 




^^^^H 






suraoD v«c- 










usand qrm- 














^^^^H 




" EncaiMulated fibro-aar- 
comain ten lower lobe" a* 


None 


No detaila 


^^^^^H 


^BioUoid 




















Small abKoa around tumor 






^^H 


^BbdoUOt 


Nodotul* 


No details 


No details 


m 


L * 








^^^^^M 





Left lung entirely com- 
preaaed and piuhcd doiTD- 
ward and backward. Sar- 
oomB orutuiatiiig [rum tip of 
Mt lower lobe, oompreHai 
heart 



iuDJE and diapiacmc 

Tumor i« enoapauUt 
DSDtie deceoerated aod 
BiotJc. &o«ioii o[ eth t 






hilua of left tower lobe 
an irreKular srayiBh 
■ ■«! roaas. Pleui 

c. thick. eoDtaioins nu- 
-ou* abrceaaea. The tu- 
' ia found looadjr adher- 
to the walls of many 
amaUer and largrr bmnchi 
Bod bronchiectaaea 

Large aoft aareomB of Ml 
. \^u. Numeroui Dodulee 
throughout tiuiB. Prolifer- 
ation into pulmonary veins. 
obatructiDX them. Tumoi 
Bill and obatiuota numaroua 
bronchi 

Kotbina left of luns ex- 
cept thin layer Ot luni tissue 
~ dlapbia^iuitic portioii of 



No detaila Round celled 



NodulM in 
tisbt lung, 
other orgaoi 
healthy 



SARCOMA wH 


^P 259 ^M 


»^ 


AtmiMV nana 


„r..T^« 


laaaoKiorm 


...... H 


NodeUiU 


ebon okll uid MKt ol esUD- 
nve new KToirth. No other 
Miua involved 


None 


Alveolar 
itructure. 
flmall round 
eelledNvcoma 
with numer- 
™b lymph 


J 


























L^JS^ 


■ 


Mucopun) - 


Tina, whitiab-gray tumor 


Nona 


Fibroua 


■ 


lent, of teo 


occupying right upper lobe, 
partly broken down and 




stroma: cells 




bloody 










eroding davide and ribs. 




riJSd°* 






NogiBuds 




shape; where 
:umo[ i> hard 

dominates, 
where it is 
soft and mcd- 
uUaiy, almost 
entirely od- 
ulai. Author 
salts it sar- 


1 


Nod«UtU 


Bulky tumor at root of 
left lung Mtending into lung 
uid cnttrd around main 
bronchuo. the walla of which 
are iocorpoiated in the tn- 

tadiBia 


No detail. 


SmaU 
round celled 


1 


Bloody 


Large. diffUK. nodulated 


livw. 


Alveolar 


^^m:-*'" ■ 




tumor left lower lobo dfsg- 


brain, peri- 






riat«d at autopsy aa primary 


with thick 


^H 






lymph 
nodM 


bands of fi- 

^riy^ 

retitulfin 

meeh«.whirli 


1 


J 






Hot. Aaa.t. d« Fuk. 
VrJ.70, lWl.ji.82 




rsrsirrsa 
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arvrmt 


ADTOrai Nona 


MMtiBTTAtmB 


mcBoacoPB 


H 








are filled with 


^H 








smiai round 










cells. Alveolar 










round ceUed 


^H 


GrMA, pro- 


Left lung almost entirely 


Medias- 


Small 


^H 


fuM be- 


transfonned iolo Isnce cav- 
ity, tbe walla of wbioh are 


(inaland 


round celled 






ulus lymph 


sarcoma in 






lined with whitiih-^rny ueo- 


nodes; 


sart r»cin- 
ilinglympho- 






Squid.' Also tumor nir- 


bodies of 






Sod and 3rd 








routidiiis Sth and Bth riba 




iXS"" 








invaded by 










Sarcomatous 








tending into 










canal and 




















cord 




^^^^^^^^M 


No detsQi 


Irrecular tnnaT near hilui 
of IpII luag; ahowpd aomr 
auctuation and on iDdvoD 


Anterior 

num, spleen. 
In brain a 


Sarcoma 


^^H 




aeemed composed of a num- 








ber of cavities witbaof I walls 


roullitude of 








fiUed with thick, creamy 


amaU cavi- 








irasmah fluid, la right 
ower lobe a solid tumor 


u™ aied 








with green- 








we of ft Urge orange, sur- 










rounded by a series of cavi- 








^^^^^L 


s^-sssj^ffiniiK 


pus. AU 
olber organs 




^^^^^H 




Dolored fluid, whirh can in 
some pISMW Ih lifted In the 
Bngen in strings the use of 


healthy 
























a penholder. Atrl«tatic 










lung tinue around the tumoi 








^H 


traversed by whitish bands 






^^^^^^H 


^K Muciu. 


Right pleura almost ob- 


Medias- 


Round and 


^^^^^^H 


^m bloody at 


literated; Blight yellow effu- 


tiD&land 


spindle celled 




H ^t- . 


sion in left. Right viteeni 


bronchial 
glanda 


originating 
from oonneo- 


^^^^^^H 


^H ohanto- 


with nodules, whitish yellow. 




^^^^^^^^1 


^B towtia 


Nearly whole of right lung 




I'S'"' 


^^1 












puiJfonn material. All 








I 


othar orgus healthy 






^1 


Nodrt«dU 


Both lungs from root to 


Bronchial 


SmkU 


^1 




baao and more anteriorly 


glands 


round ud 


^1 


i. J 



thui poaterioily traoii- 
fonned into soft pinkish . _ 
mor uUierent to pleuia and 
diaphium. t'ppei portii 



put obeeay 
ftnd ealcare- 



■pindls celled 
nrcomft. 
Pigment uid 



Pleura. 
debt luiiB. 
tnediortiDkl 
BDd iDKuiiutl 
lymph Dodea 



Right lower acd middle 
lobea replaced by tumor 1u- 
get than child ■ head with 
only a trace of compreaaed 
lung tisaue TenuiniDg at 
[ta periphsry. The pealei 
part ol the tumor ia haul: 
■ome placea soft oo aectioii 
with round pigmented arew 
comapoDding to brocchiBl 
^ands. also ben and there 



Author daiou origlD 
From intra'alveolar 
g at left baae. , 
txoax nodule* in 



Dodes at 

hilUBof 



t^'mpbo-^arcoina of left 
luDt, bronrhi, pleura, and 
mediastinum. Bronchie«- 
taaee. purulent bronchitia. 
indurative pneumonia of left 
lung; tedcema of right lung. 
Degeneration of left recur- 
reot; myo- and endocarditii 



Branchial, 
node*: left 



AreL. de M«d. et de 
Phann.Mil.. Vol.. 34, 
FnriB. 1890. p. 306 
LTComs primitif du 
Poumon a, M&rcbp 
npide 



Poison bt Robim, 
Ofti. mM. de Paris, 
1S5B, No. 9 Quoted 
(from Puohs) 

Tumor FibroplMtiquo 
^ PoumoD 

Poi«»cci ■ Im Fiu«p*, 
Arch. Ital. do Med. 
Intern.. Falenoo, 
1601, Vol. IV. tiae. 
1-2, p. 408 

Eoorme SarcomB primi* 
tivo del PolmoDe con 
■intoini dl paBada- 
niiedem* 



No hsredity. Alter Bome xaMivi 
diHturbaUFe anorexia, cougli, pain is 
oheat, aight sweau, dyapniss. Dimiu- 
isfaed respiratory motion over r^hl 
cheat; posteriorly, flatDOB and diniio- 
ished voice luid breatbioB. Aspira- 
tioDi bloody serum. Tumor appear* 
over risht clavicle. Right cheat b«- 
-omBi retraclod; Btridoroua rMpir*- 
,on; dub fingers. Aspiratiiig i-^—"- 
ow eDt«is hard, firm tissue- ' 
.on about 1 year 



Tubercular funfly history. Alwajti 
well. Cough once * month belon 
jadmUsioD. Looks well. On both 
lungs Bonorous aod oibilaat raka. 
No dulness anywhere. No leaioDS tn 
other organs. Diagnosis: hroncluti* 
and grippe, which was then epidemie. 
No fever. Some week* later dyspacHi; 
Bligbt du loess middle of leift lung 
i!hind. Dulneaa increases tcwkrds 
»ei. Severe pain at left base, hunt 
pleural effuaiOD, heart displaced lo 
right; fever. 800 c.o. of bloody aeruiD 
uplrated. Patient feels better but 
physical aigns peraiat. Diagooais: 
tuberculosis. Repeated aBpirationa. 
Diilnen increases in front and behind- 
Left chest measurea 2 cm more than 
right. 000 c.c. greeniah Buid aspirated. 
Left jugular thrombosed; cedcema of 
that side of face, neck, and shoulder. 
2 more aaptrationa without reaulL 
Thrombosis popliteal vein. Death 
with intense dyspncea and suffocation 
about 21 months after sdmiasioD 

Cough, mght sweats, dyspniBa. pain 
_ left chest, emaciation. Lat«i pleu- 
risy and signs of consolidation of left 
lung; cyanoaia; intense asphyxia. 
Duration about 6 months or over 



Disease began with swelling of right 
carotid, which Rradually invaded right 
side of neck and upper part right cbnt; 
later left side also involved. I&cr«M- 
ing diBiculty in breathing and swallow- 
ing, dilated veins in cheat and neck. 
Cough, pain in cheat, nocturnal attack* 
of dyspncea, ced<xma of lower estrBm- 
. Dulnesa over ri^t cheat bslow 

interspace; diminished voice and 

breathing: from spine of scapula down- 
wards bronchial respiration; abatnce of 
breathing at base. Left lung nonual. 
Duration about 9 months 
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MOTOM 


Amom nons 






...^ H 






Mucoid, no 




Brooi-liial. 


Small round 


rom nnall h'mpb ^^^H 
nodes within Die Tung ^H 


tuberde 


right main brontiiiiB, boidp- 
•rbat in left broncfcuB and 




ceUed sar- 


bticilli. 


:hial, cervi- 


coma t^tain- 


Ut<i 










itraw- 


f^m hilus along brondii. 




stniFture of 






node., akin. 


ungdueto 




orad TOD- 




iver, and 






cuts and 


tie. In lower lobe 


Itidneya 


•epta 


^^^1 








^^^^^^H 


■n*t 










Dumben 










i^ 








^^^^H 


Bpithdikl 










■ «-"« 








^^^^^^H 


■ At em mu- 


Lett lung almoet entirely 


Tumor 


Round oelled 


^^^^^^H 


■ ooid. 




■iieaf 


sarcoma 




■ UtCT 


everywhere adherent to coe- 


orangp in 






bloody. 


tid pleuia. Tumor nofUncd: liver with 






fiD&lly 


in some place* and reeem- 


cavity in 






lypioj 


blee brain substanre; in 
other pIscM grayiah ntanm 


taining col- 




^^^^H 


i^yT^no 


traveraed by bandi o£ Ghrwaa 


loid mate- 






tubercle 


tissue. No CDlarged ^ands 


rial. All 






IwdUi 

1 


at hUue. Veins in left neck 
base 


Other 
hS^ 




■ 


1 

Be pealed 


Id the lumen of bmochi 
no niriv^e of lung and in 
lung ti«ue itwlf eoft whitiah 


NodetaOa 


Spindle eellrf 
GbfoplaaCie 


H 


^^ ty»e» 








■ 








^^^^1 


^ko<i«iu]. 


Heart diiJoeat«ato Uft. All 


Bronchial 


Bound celled 


^^^^M 




lymph 








of right lung except lip or- 


nodea 
















[umor. Enlargemnit of 








[ 


riiht lob« ol thynud 






^ 





^1 ^B^I^hI^^^^^^^PSHH 




^^H 


ADTHOR 


BtX 


... 


';;;„? 


o™c^.„^» 


^^m 


DU. WOnburg, 1807 
EiQ Fall von primSrem 
LuDSenaaikoiQ 


M 


71 


R 


V&rioua tropical diMaaea. Death 


^^1 


Poou. 


M 


20 


L 


Quite healthy until one tnonuna oa 




The li&noet, Loodon 










1896. I. p. 870 
A Case of Tumor of the 












\hatet, while wBlkiDK. wvere pain in 
Iback. Went to bed and lien (o 




LUDS 














Iboipitiil. Slight dyipncea on en?- 




















respiratorj' motion. Below 3rd rib 










absolute dulacu. Abeence of roiee 










and breathing over thia arps: aoae 










broncLial breathing: similar condi- 










Uona brJoif. Heart dislocated to 










jright. Aapimtion negative. Left 












cheat increaacd in titc: aweUing in left 












mammary region ; alight (ever. Later 












eedcpmB of loft cheat: dilated vein*. 












Small tumor over head of right 












humerus. Dulness extended over to 












ight chest. No pain at any time. 












Duration about 4 months 


^H 


Britl^ Med. Jour.. 


M 


30 


L 


dysp^^fl, ^E^ma feet and left 












18S5. II, 448 








forearm. FlatnBsa upper left lung; 
dulnciia at base; feeble voice and 






















breathing 


^H 


Powm-t. 


M 


Not 


R 


Htemoptyoia of 2 weeka duration. 




Brit. MmI. Jour. 1870, 




stated 




Cough and hnmoptyaia recurred few 




p. 115 








months later. Jaundice. DulneM at 




SarPomatouB Dbeasc in- 








>aae (o Bpine of scapula and oippla 




vadioB th« LuDR aod 
Occiudiiigilii BioDchi 








with diminished voice and brealhint 
atcr eitending over upper lobe. P>& 
n cheat: intense dyapnoa ^^^^1 


^H 


lUtrai^uT. 
Bull. Soc. Aut. de 
Paria. 1893, Vol. VII. 


F 


34 


L 


No heredity. Pain in left eli^^l 
paunoD of left cheM. Flatness and ab- 




p. 591 










aarcome primitif du 








sence of breathing sounds all over chat. 




PoumoD Gauche 








DUatation of superficial veina. (Eda^ 

n left pleura. Diagnoais made during 
ife. Duration about 16 months 












^H 


RxTMOIfD, E. 

BuU. de la 8oc. Anat. 


M 


23 


L 


Sudden onset otter "cold" with 
dyspnma. severe pains in left sboutdet 


■- -■ 



From root of riobt Iudb 
and eit«iidmg along bron- 
chial rsmificatiom. mcdul- 
\arv iuAIUation. particu- 
larly u( the BlveoUr tepta; 
oompreeBion of brondii Mid 
blood veiMla 



lymph 
□odei ol lig. 
hepaloduo- 



SckD 

I 

Bloo' 

K 
L 

I 

Bloo 

(ul 



mainly id I 

Sbroui tionie 
of the Intnt- 
lobular and 
intn-alveoUi 
•epta of the 

bronchi 



Wbolo of left cbcflt lUled 
with aoft growth covered by 
thickened pleura firmly ad- 
herent to chest wall. Or 

anterior portion of tui 

covered by aheU of collapsed 



oodea, Uvm 

humeru* 
and BcapuU 



' oecupjFiuc 
mtiri) left upper lobe, and 
envdoping root, transverse 
aorta, left carotid and aub- 
elavtan. Pneumonia in 
lower lobe 

I^rge lymphoma toua 
^wth in posterior mcdiaa- 
tinum occupyins bifurcalioo 
and extending into Iud(. in- 
Totring two lower brcnchi 
-""■ "mpletelj' occluding 
Middle lobe 

Bronehii 

Left lung totally replaced 
by soft enccphaloid tumol 
with cavities cootaining 
bloody and greenish coo- 
t«nU. Right lung normal 



Round celled 



Liver, left 
kidney and 
peritoneal 

lymph 



^^^^^^W^F TABLE n 1 


»o 


ADTBOB 


„x 


... 


"volve'J; 


CLINICAL BTMnoWS 




de PuiH, 18S3, Vol 












Vin. p. 266 








proved for s time, but »ymptoma re-ap- 












pearcd with losaof fliah sad bicmopty- 




Founuui Gsuche 


















but alight pericardial fri<^tioa. Clioical 












diagnoais at thai time: rheumatism 
with dry pericarditis. Later iocreao- 






















ing pain, alight fever. Bulging of left 












chest; heart dislocated to right. Flat- 












ness troiQ left clavicle downwards: 
























pcatcd culturee negative. Heart 












aouQdfl heard clearly all over left 
chest. Blood normal. Fever up CO 






















104. Duration about 6 months 


72 


Rou-BaroN. H. D. 

TraoMct. Path. Sop. 


M 


33 


L 


No clinical history eioept that 
paracentesis ol thoru gave mtloous 




of London. 1891. p. 54 










Myxo-aaicomA oT Lung 




















, 


1 


ROLLXBTOH & TUITOB, 

British Med. Jour.. 
Feb. U. 1903 


F 


13 


R 


m 

Recurrent pains in right chMt and 

tioD at first negative: later small 
amount of bloody fluid. Resection 




Primary Sarcomft of the 








\ 


Lung 








of rib ahowod solid growth 


^ 7* 


Rots, Lodwio, 
.. Dub. MOncheo. 1904 
Uber priniftres Luo- 
BsiuaTlaini, etc. 


M 


46 


R 


Always weU. December. 1902. pain 
in chest and cough. Got better, but 
had renewed attacli in Jan.. 1903. 
Never quite weU since then. Id 
beginning of May. 1901. severe pain 
in chest and back; impossible to walk 
upright. While walking sudden feel- 
ing aa if something hurst in his ab- 
domen. Signs of paralyms aft«r that. 
On admission lOtb to 12tli thoracic 






















vcrtebriB very tender; to the left 












prcseols siie of the palm of the band. 
Flatoeas over entire right apes. 
































Rales over both lungs. Clinical 












diagnosis: tuberculosis of lungs and 












spine. Lnler puncture of abscess. 












Rapid decline, intense d>-spnaea. Paias 












76 


RoMTinmtB. 
Corre«p.-blBtt fUr 
Schweiier ArBte, 
1880, XVI, 169-190 


F 


28 


L 


No heredity. Sudden onset wfth 

pain in side and moderate fever. Pain 

dry cough. Chills and lever; dulneaa 
over left base. Eiploratory punotul* 


J 





iPTOPBT HOTU 


MBT AST ASKS 


MICBOSCOPB 


ssManu 


Iwcilli 


fillins greater part o[ eh«t 

uiB uader pleura. Cavity in 
wntie of tumor contains 
larse amount ol fresh blood 




itmctuie 




odetsiU 




BronchiAl 


BmaU celled 






occupied by a mass of nrw 


glands; 6th. 








growth almost nimpletdy 


)th and 10th 








replacing lung tissue. Upper 


left ribs 
















tratad with new growth in 










ita lower parts. Parts ot 










the tumor calci&ed: honey 










Dombed in parts with cysts 










MWtaimng gum-Uke fluid 










MinaisUiig chemically of al- 










nimin and mucin. The 










tumor projects into pericar- 










dial cavity 








^details 


Whole right lung except 
apPi converted into soft 
grueUike growth with hnm- 
orrhagio areoB 


None 


Spindle oeUed 

sarcoma 




Bloody MV' 


Right lung adherent. Ne- 


Peribron- 


Alveolar 


Aotbor dcBCMlM 


m^ 




chial glands 




Jie tumor as a small 


wwk. 


upper lobe. Pneumonic in- 
filtration of lower lobe. 




strom^' 6- 


round edled sarcoma 


before 




brous strands 


probaUy originating 


1 


Bronchi infiltrated with 
tumoi. Tumor almost oom- 
ptetely nplaoes lung tiMue 




i^tedand 

btoSSl^ 

nstaotWI 
round cells 
with Urge 
□udd and 
nnaU proW*- 

h^i. Walls 
of alveoles 
lined with 
Bundar cells. 
Urgeareiu 
of tumor ne. 
crotie 


■nlungitaeU 


Onm, latei 


Whole left lower lobe 


None any- 


Small round 


Origin (Ttm hng 






where 


aodspindls 
oelledsBi'- 


tissue itself 


h!^p- 


compressed lung tissue. 






tysk 




coma 






Bronchi Donnal 









L 



■H3U*-u.tdjL. H A 3a>& 



■nrn* -MU ?>nm « 



X -l: 1 



Ma E 



r 

75 




1 M 


B 


3 -Hka bEfcn .jsjaetaa Untr 


|H| 



»I 



NuBWioui nodulei id both 
Innn, more is risht, ofton 

Old tuberculo«u of left 
Bpei; Dumeroui I&tect uid 
am slier oodulcs throushout 
rigbt luns. also itripa of ib- 
GltnttioD of while tumor 
throuBhoul lung. Tumor 
proliferates into wall of 
(MOplutKua. TuiDor maasFi 
MirTouna and compreaa de 



•ceiuUiu ai 

both OKU 



tut 

r 

bla 

i. 



Bronthial 

and mediaa- 

□odM Maa 
aaopitaguM 



nchi. 



Bloody fluid in Hsbt 



while 

cavitin filled with 

Duterial. Left lung nonnal 



Frnh PDiloeardili*. 
lieiTuloiii of both lungB. la 
right middle lobe a large 
ir, enrspoulatMl and 
oontainitig b cavity Gll«l 
with degeocralHl tumor ma- 
terial: id [lart chalky degen- 
'aa: Dumcroua lub«rcle 



fl chtvt entirely i 
by (umor of left luog 
diaplacmg hrart and com- 
ing rigbt luDg 



Round coIIkI 
Barcoma with 
calcifii-ation 



^H 272 ^^Bi^^^^V 1'ABLE n 


H 


AVTROa 


l«X 


«. 


■^^VB™' 






ddlK dioiche MiluiA, 












XXni.l902.«erUll. 








milk dieL For 5 montlM Mvm 




p. 1236 
Sul 8«™mii prin.»rio 








couKh: DO fever. Some bbok*. but 










tmrely TomidnK. Berne pun is 




delPulmooe 








aliiif to left ch«t and (bouldet. Oo 
OatEWM <n-er whole left chttH empt 






















■asht apace at bue. All over Bu 












are* abmnce of bnathi&g and fnn- 












itua. (Eaophaceal tound finds raMM- 
























yield* only ■ few dropa of bloed: 












□eedte enten hard, Sim tumor man. 












gsr-aSi-is-asfss: 












nosis: primary »orconi« ot lung 


^H 


Smitb. W. G, 


M 


Nol 


B 


Pleimiy of right side 2) r«a» bifM» 




Dublin Jour. Med. 




■tatod 




Since theo never quite hitoidf :, bn»tb- 
















73, p. 462 








cerebral Bymptoms. paralyda. etc.. 

pons. 4 or 6 wedu before destb 
^optyn.. cough. Dubum b<Jo« 














































Later Wmperature t« 102- Later 












complete duloeo of entire ririit cbML 
























of pnialysii. 3 moDtha 


^H 


Ou. Bibd,. 1891. p. 
687 


U 


42 


L 


King of entire left cbert. Irt;gulu 
abnnce of voice and btesUitng. 

d^PDoea: no cou^. Duratitui ci 




meu™ maligniM du 










PoumoD 


















dweaae about 2 yean 


^H 


Bmix. GtLKaxM, 

auiicBl Lertura 


M 


45 


R 


Good health until hnmoptrn*. 
foUowed by taUure o( health. No 

Later much pain in right cheM and 




on Cue of Tumor 










of Lung 








large quantities of ;iutrid eipeetnra- 
tion aa from cavitii?*. Upper right 
cheit fuUer thu left; impalmj n*- 
piratory motion. Alwolute Batnew 
of upper right lobe with later de- 


































veina of upper right arm and light 






















fore death 


^V 


ivnow. 
LuMt. ISflQ, I, p 


P 


11 


L 


□eu aod absence of breathing MMUid* 


^ -■ 




tmufoimed into bard, dark. 



RepMUd 



Right lunii adberent. 
ipnulated cmpyems with 
putrid pua. Upper j of lung 
converted into lobulatcd 
tumor wpsrated by hishly 
pipnent«l nepts. Lower 
third completely B&nsreiioua 



Larer tumor GLiaE DParly 
■11 of left cheat dufocatios 
heart to right and pushing 
diBphracm downvanl. Oii- 
Em of tumor right uppei 
lobe. Peripbenu arena ol 
tumor aurrouDd a cyM-Uke 
MDlial maaa: entire oeotral 
ded by oom- 



pnMed luag tiamie 

Both pleurff adherent. 
Right pleura practieally ob- 
literated: no elTiuion. Large 
cavity in right upper lube 
with irregular >ott wall* ot 
grayi^white lumor ~ 
mor nie oT a imaU 
projects ioto ravity- 
•lignt tnwea of lung tiMue 



Medullary caocer occupy- 
.. g entire WtohMt, -Left 
luDg tiiUapwd, pushed liack- 



irudi utd aprwd out over 



PuniUmt, 

no tuber- 
cle becilli 



Soar iofiltnted with tu- 
mor uxl adhereot to riibt 
lung. Whole right lung re- 
placed almost eutinly by 
soft ycUowUh tiuDor. Liiiig 
tiHUc rotnprcwed aod stud- 
ded with tumor nodulM. In 
mntro s cavity coDtaiuing 
blood and detdtuB 



B«Mted 



L 



BroDchial 
resertniribs 



Entire left lung i 
formed into Itnn lumi 
herent to chest wsU 



lules, (specisUy 

. upper lobe. nimiundiiiR 
bronchi aod proliferating 



mucoid d^ 

generatJOQ : 

Fpithelial 

giant cella 



rardiuiD, 
right tunc 
liver 






After careful search 
and study of all other 
organs, tumor was 
pronounced ptimaiy 



Round celled 



276 



Dilatod Tciiw over left cbeM. Hnit 
dalncM aiteiided to richt. DiSereDM 
to popila. DuTktioD al rliirimi sboot 



Traiw. LoDdiHi Psth. 
8ae.. Vol. gc. 1657. 
p. 31 
FibroodluUi Growth of 




I 



277 



; infiltration of left 
tipper lobe; portioD of lims 
la&ttrenoufl. Tumor com- 
municates witb small growth 
behind left Btemot^leidc 
muscle, Comprewiou of pul- 

irt^ry, veinB. uid 









Tumot oocupied nearly 
whole of left chMt. deatroy- 
ing loner part, comprcaaing 
upper of lung, Rixil oot 
diecled but adherent 
cfa«st wall 



Poaterior 
mediaatinal 



Fibro-aar- 

.ji-leated 
Bbrea witb 
DUcleated 

eeUi inlcr- 

■ome parts 
rery rich u 
rouad cells 



and behavior it re- 
aembles more the 
'maligosat than . 
the malisDAnt type 



I Adam. G. R. 

GlaagoiT Mod. Jour., 
I87B. pp. 31-37 



Pain in (^hnt aod dyipncxa for )G 
monttu. Dulueu from nght apex to 
nipple; ■baeoce of breathiiiB Boundi 



Cough. dy>|XBDB. pain id left cheM; 
deftcieot reapiration: do vocal fna- 
itus. DulnesB from clavicle to 6lh nb. 
Left cheat half inch more in circuinr 
once than right. Later aphoniM i 
dysphaeia 



Montreal Med. Jour.. 
Vol. XXIV, 1885. p. 

GIO 
A Caae ol Malignant 
Intrabroncbial 
Growth Associated 
with a Mieleading 
Train of Symptomi 



6 AvtoiuiT, 

Th«M de Paris, 1601 
Du Cancer du Poumon. 



6 Bbitnbtt, J. Ribbon. 
Intra thoracic Growths 
London, 1872 



25l-a63 
Caneer du Poumon .. 
tpanchement pleural 
■erg wn«uinoltnt 



LphoniiijB^H 



No symptoms until 2 weelcg bcfotv 



bdon right clavicle 



Died 4 hours after admission. Oda 
year before believed to have inmnecl 
tuberculosis of right apei. Wholo 
right side dull: cavornoui breath sat 

above; feeble breathing belt" 

Clubbed &Qgen; oyaoosis 



I 



No heredity. Some pain, dywpaam, 

ncreaaiDg weakne^ Brain symp- 
toms (atrabiamus. headache, lormica- 
tion of anns. vamiting) at an early 
stage. Right Iuds normal. Dulneaa 
left anterior cflest with bronchial 
respiration. Later fiatneH with ab- 
of voice and breathing 






No ascertainable heredity. 
an cough each winter with abuDO- 
t eipectomtion. Dates (iokncsa 4 
moiithj before admission, when inerow- 
ing weaknees and dyapHBa on slubl 
exertion. On admission no mariied 
lossofBesb; night aweata. No leaion* 
anywhere except on lungs. Left liuiff 



TtJlow 

I 



Up^ put ol left lung 
[foFupied oy nodular luua 
»teD<lici( up to thyroid. 
andosoi M>rt& and roota of 
owvical vcweli. Heart du- 
el to middle line 



Lymph 
Dodca at 

^kand 



Both luuci studded with 
■pherical. well driu area ted 
lumon ol all sks. U 
catDpr««Bed. No 



._. both 
kidneyi aud 
risht nipra- 

Bronchiat 

and cervical 
lymph 
□udps and 



Author calli 
hKmalodei 



Lobular roowilidatioii at 
- left baas: purulent broDchi- 
tia. Ri^t lung adheiriit ; . 
tDtentitial pneumonia of up- 
per lol^ and broDrhiectaoB. 
No agat of tuberruloiui. 
R^bt lover lobe eompletcly 
ooHbmh] and adherent to 
diaphragm. Saccular dila- 
tation oTleft main bronehui 
whieh ia obatrueted by targe 
■oft tumor proliferating up- 
ward into the bronchua a£d 
obatruetiag it 

Several cyitie t 

the brain. Clear 

left [iJeura- Upper left lobe 
and it* bronchi i 
nodulated tumor 



Both pleura adhereDt. 
Right lung large: left amal! 
and miaahapen on acroiir* 
of >c<dioais. Both lunga 
■tudded with grayiah whii. _ 
tumota. Both luusi dia- 
tiQct and diffuse paoeeroua 
infiltrslJoD. LuDg tiaa 
between inlUtrat«d portion* 
DonmJ 



Peribron- 
obial lymph 



Alveolar 
- jucture 
that mem- 
Meacarci- 

cella like aar- 



ptnli. No 
baeiUi ' 



_ flanguinolenl eflua'on in 
right plrura- Lung com- 
prNiaed upward. Larye tu- 
mor in upper mediutiDum, 
white snii hard, extending 
allghtly to left, but main 
bulk in right rheal: tumor 
baa rrplaHvl greater part of 



Rranehial 

bode*. No 
other metaa- 



Adami la inclined 



^M ^^ ^SI^^^wKt^P TABT.Itim 


H' 


»^o« 


BIX 


... 


''^wm' 


c^c^ax-P^us 










healthy except some moist nilea. Ricfat 




































1800 e,c. yollow aenim. DyapnoBa ini- 
proved but dulnem remained all ov« 






















upper right lun^. Tumor of lunx ii 
■uapectcd in apKe of good appctit*. 

Uck of cachciia and noo-cbaracteriatic 
































■putum. Sudden attack of intsiw 
























upper lobe seema t« enter aolid tuotot. 
(EdtEma of lungi. Death 












^1 


BnUADH. 


M 


2G 


L 






PreuH. Vereuu»it.. 








ing dyspniBa; no cough. Left cb«« 




N. F.. V, 31. 1862 








dilated; aome dulnew; normal auacul- 




(alter Reinhard) 








(atioQ. (Edisma of feet and banda 


^^1 


Booiu.*o», 
Jour. comp. du Die. 
dee Sciences Med.. 
1826, Vol. 2S, p. 289 


T 


29 


I. 


Over 3 moDChs in bocpital but chert 

gical ward. Dry cough, rapid nuuM- 
niuB, hectic fever. Swelling, auppoattl 
to be cauceroua. of rigbt lacitryiiial 














Csncer dea Poumon« 








gland 


^H 


Gai. dea Hopit. de 
Pari*, 1833. VII. p. 281 


M 


35 


L 


When admitted to hoapilal wm mt 










ireme emaciation; high fever; an- 




tot^ d-un ^1^^^ 








Urged left aiillary danda. Bard 
tumor over left daiide. DulntM 














eto. 








acut« phthiaia 


^1 


LoodoD Medico-Chir. 
Tniu.. 1869. Vol. 
XUI. p. 21fi 
On Some of the Efleeta 


M 


31 


R 


Good health until attack of pnea- 
mooia in riRhl lower lobe; aince then 

cough, dulnesB and inaudible respira- 
tory muniiur over lower right chnL 




of Primary Canoerom 










Tumora within tlie 








Later oHiiema of right cheat and face; 




Chei* 








tion over precordial region; inteun 


































enlargenieDt of veins over right cbtM 












and beily. Duration of disease about 












2 years 


^H 


Loc. err. 


M 


20 


R 


Always weU. After a cold, pain la 






















Dilatation of veios of ehest and •pi- 
























cough; later vomitioii. Fever, inlenas 
























months 


L ^ 



pXtUBTFUL ^^B^BI^P ^1 


■PDTUM 


AUTOfST IVOTKA 


..™„.„ 


u^cuo^o.. 


— ■ 




ngbt upper lobe and eavel-' 










op* origlti of iiD(«rior iii(!~ 










djMtinuiD. Crarbea. arch of 










bto trachea at bSureaUon 














^^^^H 




Left lung hecJtJiy 






■ 


ot mm- 


Entire left Iudb converted 


Right lung 

andliver 


Not men- 


■ 


' tkmed 




tioned 






■roaU portioD at apei. 










Pleura adherent. Right 
















^H 


M SivcD 


Upwr left lobe almost 


No otheta 


Not given 


Probably aarcoma _^H 








^^_ 




whitiah tumor. No ul<«ra- 










tion; no cavity. '"Cancer-. 










otM polypi- in posterior 


















ttruleot 


Rjaht lung normal. En- 
tire left luDS transfonued 
into a hard, btuieh. marbled 


None 


Not given 


Probably aarcoma ^^| 




















tumor abowing no remoanla 




















•oftening. no auppuration, 
DO ulceration. Tumor ad- 






^^^^^H 




llerent to pleura in upper 
portion. YeUow serum in 


















pleura. All other orKana 
















^H 


Atflnrt 


Lower part of right d.»t 
occupied by a white can- 


No other. 


No detaDi 


Doubtful whether ^| 


aeiuti. 








^ Uter 


mediaatinum: Up on &vb 
with claride. PenrtratM 








^ bloody 


















upper cava, projecta into 
runt auricle encloaiog root 
of lung. Large bronchi pen-{ 
Misted by tumor and oar 


































rowed but not clowd. 








P 


I^rae bronehiecUtic cavity! 
Slled wtth PUB in upper lobe 






^^^^H 










^^^^^1 


Frothy mu- 


Firm, nodular, j^llowiah 
white tumor in m«liaatinum 


Bronchial 


None given 


Probably primary ^H 


CT..IiD««J 


and tracheal 




in mcdiaatinutn atul ^H 


With 


penetrating into right lung, glanda 
Upper cava, right innom- 






blood. 






Ut«T 


inate vein and part of left 








ErvFoidi 


involved in tumor, which 






' ^M 


put 

1 


also project* into periear- 

trachca i inch above bifur- 
cation and down right main 
bronchuB. Small nodule in 






1 





iBvnrnxv, 

BuU. de la Soo. An&t. 
de Puu, V. Serie 10. 
1806, p. 26 
Tumeur de bile du Pou- 
moa droit. Pleuredi 



BosBOwa, 
M«d. ChiiuTg. Tnuia.. 
ISM 



,6 CjmnBTATr, 

HoilkmidB. 'V^. 
. 1B40, p. 433 



On Intra tbonde Cancer 



Always well. IllDesicoroineacedirUb 
coUBh, (bortneas of brnttb. 3 weala 
before admiauoD swelUof of fade; ao 
pain. DuIucM and dimmiahed voicv 
and breathing over greater pari Hsbt 
cheat in front. Heart iDunda org ktard 
loud OKT tkt d-uli ana of rioht cAatt. 
Dilated veini over chest on bntfa tidea. 
iDcreaidng cedcema of cheat, face, and 
arms, lutonse dyspncea. Deathfrom 
asphyxia. Dutacioa about 7 montba 

For some years always aware of 
some trouble in cbest. Frequent 
attacks of broochitii and atrons op- 
ioD on climbing or walldng 
ly. No palpitation, but violent 
I behind atcroum. Diagnosis of 
__.^_ia pectoris was made, for which 
>he was troaled !□ hospital. Improtad 
and for lome ytart iJie aOacki of pain 
and opprttiion diaappmred snttrefv. 
A few days before admianon to tba 
ital while on train to Paris, sudden 
BOd violent pain in right cheat. 

dmission flat n CBS at the right baae. 

loss of fremitus, faiut distant breath- 
All other organs nonnal. No 
[wis, no oedmniu ; no cardiac symp- 
toms. Later slight rise of tempcntura. 
Aspiration dark ypllow serum. Rapid 
reuliiti of chest. Three puncture* with 
increaong amount of serum. Notwilb- 
standin^ punctures dyspncea ii 



Suddenly 



. most mtense orthop 
hcmopytsii and death. 
''la acute stage only ■ few montha 

Fimt symptoms 6 months before ad- 
ission.UicDpainundFT sternum, cough 
—id losaof appetite. Better foratimr, 
then dynincea, emBciatioo. and aweat- 
ing. Dulneai on upper right chest, in- 
creasing to flBtnpBs. Feeble bronchial 
respiration. (Edrcma of face, ri^t 
hand, and arm. Duration of i!'—-~ 
little n " " 






mtha ^^^H 

saa, vondtillfj^^^ 



For 3 months boarsensas. vomitinga 
.-□d and blood; loss of wei^t, iQet«a»> 
ing wcakDess. On admiasioD cou^, 
dyBpoa?B. dyapbagia, persistent voniit- 
bg. Rales all over chest. Po*t«riotly 
dulneea at angle of right scapula. Par- 
alysis of left vocal cord. Death aftM 
incTHuing dyapncca and weakneas 



DOUBTFUL ^^^^^^j^5^^^ ^^ 






IVTOMT ltOT» 


-«^«« 


wcsoacopm 


uuaru 


^'Sr 


Sctoiu fluid in right pleura 


Lett lung 


None 


>^i,'S^^ 


Whole of riitbt upper lobe 


bronchial 




GonvertHl into aoliil white 






Powibly sarcoma, but 
probably bronchial 


rluge 


tumor included in ruornioui- 






1 


ly thickened pUur». Bdow 








nght auia broocbua m Kir- 
rbous mua. siie of ft uual 








apple invading but not ™n- 
■tncting broQcbua. com- 








SSS^'inT^Tu^'lobe^" 
















Hamoply- 


AbuDdut fluid in right 


Tracheal 


None given 


Difficult to aay 


B, *^^ 


ehnt. Wyte. very hard 


and bron- 




whether we have to 




tumor Bt root of risht lung 


chial b-mph 




deal here with sa>- 


1 




nodes 








The lung in of the jiM of 2 
fiaU. and tbe tumor at&rtiiig 






It is probably carci- 




















K 


deeply into the lung tissue 








1 


pbtaly obrtn>et«d 








1 


Right rhert Wger ibux 


Cerriesl. 


None given 


Author calls tin ^^^| 


eft. 2000 cc brown fluid 


axitlarj-. and 




growth cancer. It la ^^H 




u right plvur*. White, lob- 






probably sarcoma ^^H 


j3vi^- 


uUtrd tumor in lowu uid 


lymph 




^_ 


K°~- 


middle lob«. Bronehiec- 


codes 
















of right pulmonary veins 




















caiotid 






^^^^^^M 


'ISTpu- 


In left lung ravity bamt 
than man's fist, the walls 


£S^ 


^'-- 


^^^^M 


trid. 


of which are thirkeoed and 








Pwftue 










l>«no[» 


rial 








tyMi 








^^^^^M 


Vbuv. 




Not men- 




Probably ■atcOBW. ^^^^H 




iranching into bronchi o: 


Uoned 


round nils 


^^B 




both luDgs. CKi-wiaUy right. 




surrounded 










by vascular 














rurrent lBiVn«e<U also in- 










volved 






■ 


^ 



^H 284 ^^^B^HH^ TABLB^H 


^^1 


AlnSOB 


BU 


torn Tyo^^o 


CUNlCAt. BTUITOIW ^^^| 


^^M 


Clajie. a. 

Lancet, 1B56 


M 


22 


R 




^H 


Association Med. 


M 


64 


Both 


noa. dynhagia, fpver, FolUeular 
affectioQ of throat, Ni, ngnt on lunf 




Jour., London, 1864 










p. 990 










^^1 


Db Boteh, H. 


M 


2& 


Both 


[aga beoame bwoHsd and painful ; (lyq>- 




Le ProgreB. Med.. Ill 










1875, p. 87 










Adenopathie bron- 








iitEB on walking: chronic hroncfaitta. 












□iicht aweats. EiamiDstion on admit' 
tdon revealed- hard gland, .iie of a ba«I 
nut, in left •upraclavicular region. Dul- 

diatinct murmur-like aouods (tmulatio( 
aneurysm, also faint rales. Over area 

bronchial breatynj. Cough eharactei^ 
iied by whoop. DyBphagia, aphonia. 














































aion.BJaodahovingrapidlyiocreaaed in 












siie. Dioenoaia: tuberculusia of bron- 
chial gluuda 


^H 


Dx Rkmii, 

La Rilonos Med 

Nspoii, XIV. 1S9B 

Vol. I. p. 747 
Uq Caao di Caroinome 

del Potmooe 


M 


66 


L 


For 2 years cough; 6 monthi pain in 
to carrying heavy loads on left ahoulder 

loaa of Etrength and weight, *• —a 

infra-clavicular fosss are aboliahed and 
bulgiDg go that left clavicle is hardly 

visiUe. Bulging occupies neaiiyaU of 


































eileDdiug down to interscapular spaM 
to left of vertebral coluroo. Over aU 


























































and fremitui over all tliis region. Lett 












supraclavicular, aiillary. and ingutbal 












gland, enlarged. No fever. Paralyaia 












of left recurrent laiynxeal. Inteus 












)ain froDi left ahoulder throush aim. 














^H 


Di Vai^^iurt, 


P 


26 


R 


Dyspnoea, cachexia, complete apho- 




Revue Med., in. 










XVIIl, 1874, 723 












Prew. Med, Beige. 










Bniieli™. 1874. Ann. 








mg, Tncheotomy to relieve dytpncak 




26. p. 406 






















«,»pr.«o...tc. 1 


■ 


L J 



Fiimlent. 

blood- 

^^ft mucoui, 

^H •trsaked 

^B with 

H blood 



Tumor id upper part right 
lung HiteDdiiig ioto lung 
from periphery. BtoDchi 
fiU«d with cancer ccUb 

Both luaes Btudded with 



Mediuti- 
Dsl tymph 



Both luQsi medulluy 
Dodulea: at base of both 
lungs amall subpleural nod- 
ules. BroDchial gUuds en- 
larged and fill entire medi- 
Bstinuni, compreMing aorta, 
thorada duct, veoa c«' 



I right lung that Liver, tis 

had dialocated heart to-leheat ajid 
mud left. Right lung lor-] bronchia] 
daceoua. aemi-truuparcnt. lymph 
and hard. Compreaaion nodtw 
right bronchus 



Poadbly aaicDina 



DOUBTFUL ^^^^^^^^^P 


P 


^M 




*rm.,«T -o™ 






-„ ■ 


Bloody. 

r«pbetTy 

iMciiii 


None 


No details 


Not given 


Doubtful 


whether ^H 










J 


Onm 


Fluid in right pleura. Al- 
moat entire right luug cod- 
verttdinto'eancer" 


SmaU node 
iu right Bu- 

aorta 


Nodeiaila 


Probably 


orcoma ^^^^| 


Nodetub 


Clear brown Suid in both 
pleune. Both lungs uluddtd 

■embling tuberclea 


Pericar- 
dium, right 
auricle. r.'ft 


No detiull 




4 


.No douila 


aearMTuni in left pleura 
In left upper lobe a tot tCDcd 

filled with greenub matter 


NOIM 


Author Mys 

filtration. 

BpiodleceiU 
and large 
round epithe- 
lioid ccJIb 


PoaiblyM 


-d 


Vo detail. 


FibrinouB exudate id right 

pleura. Greater part of up- 
per right lobe converted into 


Both lung! 
and oleura 

lymph 
nodes, and 
Uver 


Not given 




^ 




ward and backward- Entire 
plenral aurfaee infiltrated 

Lerft lung filled with nod- 
uIm; nodulee al» in right 

ung. Cancerous infiltra- 
tion of pleural lymphatici 


lymph 
node, both 
lung>. kid- 
ney! 


No data 
given. Sim- 
ply e^ed en- 


Primary Beat ^^| 
pUura ^H 


»eouioD.l 
tyu 

1 


alon of anltary artery and 
brachial plena 


Suhrlsvian 
lymphatic 
node*, liver 


No data given 




4 





^H 28S ^^^^^IB^P TABLE ^1 


^^H 

^^B 


AinSOB 


au 


AOI 


LOMO m- 

VOLVBD 


c™,c^.„™,.. 


Gbatkb, 


M 


36 


R 


Pain in risht cheat, cough. dyipaiBa. 




London New Syden- 
baro Soc., 2a EtUUon. 


















neck; diluted veino. OuIdps and 




Vol. 2, p. 70 








tracheal reapiralion. Impaired mo- 




Clinical Loatures on the 








bility over all of right cheats no niea. 












Left chest nonuol. Heart sound* 
aspect of right chest. Enlarged livsr. 

Diea and adcBtan. Secondary tumon 

on lower jaw, forehead, and near lum- 
bar Bpine 


^H 


Gbbkn. 


F 


U 


L 


Debility, dygpnciea, signs of oonsoli- 
dation of left lung and eSuaion iuUt 




L&Dcet. 1898. II, p. 










1706 








pleura. Enlarged glands above lii^t 
clavicle 


^H 


Gbbekwood. 


F 


4g 


R 


For aeveral weeks cough. dysptuM, 

swelling of face and neck. Uaidlj 




British Med. Jour., 










1SH7, II, p. 1337 








any air in right apex; tubular bratb- 
ing left baae in front. ImproTed (or 




A Ca» of Pulmonary 










Cftrciooma 


















and cough, pain down spine. Shortly 
before death tubular breathing tight 












base; cedama both legs. Duration a 












litUe over S months 


^H 


Brit. Med. Jour., 1888 


M 


68 


L 


Cough, emaciation, cyanosia. oedm- 

ma of eyelids, d^pnixa. Absolutedul- 




I. p. M7 


















left chert. Aspiration negative. EKu- 
nosis of malignant tumor of lung nutde 
durioE life. Duration about one yau 


^H 


BAnraB, 

Med. CentnlbUtt, 


M 


20 


R 


Cachexia, tumor of right clavicle; 
paralyHis of right arm; radial pulsa 
smaUer on right than on left aide. 




38. 1862 






























dulnen over upper portion of right 












chert; dilated veins of neck and aim 


^H 


Hahot. 

Arch, jnii, de Med.. 
1877. Vol. I, 3«t. 6, 


F 


78 


L 


Always well. Dry cough for long 
time, woree for last few moDtlis: 










dyapnrxa, pain in right chert. Alt<^ 




p. M 












^BDCvr pnmitil du Pou- 
mon et du Mediaslin 


















over whole of left cheat. In upper 




cheiunefemmedB78 








portion distant breathing MUnda: itc 

rales. At base of right lung tal« oul 
some friction with alight dulniaB. 
Heart pushed to the right. IMmt. 

Death from eibaustioQ about 3 wetka 

m 


L J 



^KnJBTFDL ^^^^^^^^P ^H 


spnTm 


AVTOm NOTES 


KKTASTAaU 


«c»oa^P. 


— m 


Scsnt. mu- 


Lert lung Dormkl; rigbt 

una & KiUd tunior nith tbiD 




Nodatagiveo 


..... ■ 


Guid, later 






data are given 




bloody 


■bcU of lung tiwuc ouuide 


meaenterie 




difficult to teU 






Tumd ciHitAiDa aome cyBts 


lymph 
nodn. lower 
jaw, crania 
bonca. and 




whether aarcoi 


-^M 
















aome verte- 








w 




bra, 






^^^M 


Not givcii 


Entire left luag truu- 
foimed iota tumor, prob- 
ably rtartinB from hiluB. 


Not ginn 






■ 














Entire nediutiniun filled 






















w 


Uo arch and laree vmkU 








^^^^^^H 


PuTulcDt, 


Tumor siie of eocoanut 


Not given 


Not given 


Probably aa. 


rcc. ^^H 


blood- 












stuned 

1 


tenor mediastiDum and «■ 
tendios along root into right 
una. All other orgaiu 
beilltliy 








J 




Tumor at root of left Iuhb 
extending along bronchi and 


None 


Not given 


Poaaiblycart 


..^H 


taSTxi 










bxiiUi 


larBprvemela. surrounds and 
aiy vmspJb. and msopbagua. 
bronohus 








J 


NodoUfla 


EfTuson in right pkun; 
bard lobular tumor in upper 
part right luns- Compreo- 
■ton of tracbea and auperioi 








■ 


^Ldfuib 


Lrft pUural cavity fiUtd 
with yellow aeroua fluid; 


Pleum. 

bronchial 


Alvwlar 










gUnda. No 


with iKilyg- 








red. thickened. Posterioi 


other. 


onaleelU 




















large, hard, white tumor 












sontaininB several aoft, al. 












moM Suctiuling rod. Nod- 










■ 


SS'oa.lXTdS^X^- 








^^^^^H 
















under tool of Iudr. CEaopfa- 
























>Dl to tumor. Root of left 




































Tumor in left lung coiuiit- 












Ini of 6 DodulM exteiHliniil 










A 


do WD ward and outward to 








^^1 





«0. 


.™,o. 


„, 


.a. 


ris 


c.™,c^ btmp™«« 


3e 


No«k Mttg. t. Ue- 


F 


4£ 


7 


Sick (iQDe cUldbcwd: tuon or loa 
cough. Giuduitl increase of coUBh 
and dyspnccB. Pain in right ehesl. 




1B03, Bd. l,p. 727 






















, 








\\Uip.. Prolonged cxpiralioo io front 


37 


HAHBta. 

Intrathoracic 
Growths. St. Bar- 


M 


es 


L 


Pain in left chest: dry cough, in- 

Bulginpof left chest: abwoce of fremi- 
tufl; duplacemcnt of heart to righL 




tholompw'i HoBp. Rg- 










porW. Vol. 38. 1892 








Aspiration 24 ounces. Pleura opened: 




p. 73 








38 


Hbbchl, 


M 


72 


R 


No clinical history 


► 


Wiener Med. Wo 










chensehr.. 1877, No. 












.. 17, p. 385 












Uber ein Cylindrom 












der Lunge 










. 












^H 



I 

Oft 

1 

I 



,™. 


ADTOPST Hona 


„.„.™ 






L 


■DullsTDoduln. Left Bower 








1 


lobe cstorrh&t, colloid pQCU- 
idodU. Right luDs (oft uid 








1 


















OftMl 


Bloody fluid in pcricafduil 


MediaMi- 


Lympho; 




btoody 


Mvily with beginnioa mu- 
mediaatipum enlarged lym- 


□aland 


clothed with 






phatic glands. &Uo hard. 








grayiah, deBPoerHtiiiB tu- 
mor. BroDchittl glnndB aud 




ir^^™^ 




■ 


dandi at root of lung en- 
iarged. Tumor formatjou 










in hronchijJ mupoua mem- 










brane. Lungs cmphj-Bemal' 










ouB but otherwwD Qotmal 








Nodrt^l. 


No .utom 






Probably rmtti- 
Doma of left lung and 
pleura 


XlotkO* 


2O00 (^c dear amim in 


None 


Superior and 


Should t» classed 




right chert. Tumor occu- 






under sarcoma group 




pying slmoet eotire right 

bwrr lobr : only imiall bord^ 




uJeaconuatoI 














o( comprcwed liiog tiisuc on 




ipindle cella 






upper penphery of tumor. 
Tumor made up of aoft ant 




with abun- 
dant hyper- 






v«iy hwd and cartUaginoui 




trophic elutic 
GbTM. Pos- 
teriorly nod- 

•everal con- 
cretions and 

inebone. 

elastic tiinie 
betwHn 
round and 
■pindlccella 

(bnntof vari 
oua shapes 




Hun>ld 


Numrroua tumora on wal 
ndrft cheirt Left lung »D- 

large tumor in which nfithrr 
vnB<4a Dfir bronchi nn 

roonruy »rt«y and vein ob- 
llloratnl. aim Irft pleura 
Bupcrflfial tumura onmntun- 
ic«to with tnt«mal tumon 
through intcTooataJ apwica 


Beddra 

the Biillan 
glands and 
tuprrSrial 

ehSt"no° 
other mrtaa- 


No detaila 


Probably sareoma 



^^^^^^^^^H^^^^^^^l 


^^M 


AUTBOS 


esx 


... 


LOWO IB- 


CUNTUL BTMPTOMB ^^^H 


^^M 


HODENPTU 

Path, Soc, 1895, p. 19 
New Growths of the 

GUndB. Liver and 
Stomach 


M 


43 


L 


Fell on left ebouldec; aooD thw*. 
aft£r laneiimt.ing pain in \rtl dual. 
Pleuritic effiuioQ of bloody mnta: 
mimeroua tappings, Dulneos avtt 
left chest in front and behind inth 

mtioii does not afford reliiJ. Dyspooa 


^H 


Hon. J. 

London, 1834, p. tb 

tioMOf Morbid Amtr- 


M 


25 


R 


cricket; ever aince tendemaai^^^H 

right cheat extending from 4th to lift 
rib; imperfect expaniion of lighl 
cheat; abvolute flatnew and abaence 




omy 




























of breathing souuda below 6tfa rib. 












Death 10 daya after admiaaioiL 












External tumor noticed 16 monllu 












before admisaion 


^^1 


Janewat. 


M 


56 


R 






Mcdic-alRocord.lSSa 










p. 21G 
PrSnaiy Sarcoma of 








Flatncaa over half of riitht Itug; 




Lung 








bioody Quid in pleura 


^^1 


Deut8oh. Med. Zeit 
■chr.. 1897, p. 487 
Sukom der Lunsea 


M 


46 


I. 


a heovy load of lino plains on ahoiudar 
up a ladder, middenly severe cough and 

paired rcapiradiry motion left cheM; 






















respiratioD. Within neit week dul- 












ncse bepomea more intenae and exteti- 




































nnrmaland patient in every way much 












better. Probatory puncture mada 












and needle pcnetralee deeply into hatd 












maaa, (Not slated where ptmrtura 












waa made.) A few dropa of milky. 
eaaily coaKiilating Ouid withdrawn in 






















^TinRe. Thia under the microacope 
ahowa numeroua amall round and 












apindle cella. Since then patient feda 












fairiy well, but baa attacka of auffoea- 












tion from time to time 


^v 


Procmdlnn Path. 
Soo. of Dt^UD, t8«7- 


M 


42 


Both 


Well until rloar of ynar, then iatmm 


















Pain in right cheat: atriduloua reapl- 




68. p. 2ttl 








ration. Dulnen over right ohnat; 


^ -■ 



DOUBTFUL ni^^^^^^^F 293 ^H 




AUTOPflT HOTV8 


^^^ 


HICKOaCOPB 


..u^ ^M 


BLoody 

i 


Lett lung abnoat entirelj 
converted mto a mow of 

new stuwth. EDDnnotuly 
enlarged mediastiDal glaadt 

above heart. encirclioK large 
VTMeli. Frsctun of a nb 
irith much callus 


Liver. 
lymph 
nodta, ant 
cardiac end 
of stomach; 

nodule in 
stijmach 


Typical car- 

uQg with 
welf-marked 
alveohtr struc- 
ture and epi- 
thelial cells. 
In lymph 
nodes and 
liver alveolar 
structure but 
spindle cella 


Probably carci- ^^H 
noma of lung ^^H 


Bcant, 


Tumor CUj entire rieht 
pleural cavity cicept } of 
upper lobe. Lower lobe 
Qattened and "inextricably 
conluaHl wilb the tumor. " 
Heart didocated lo left. 81h 
and eth libs destroyed by 
tumor, and (hrougn this 
•pace tumor emerges from 


lung 


No detaihi 


Probably primary ^^H 
sarcoma dI right lung ^^^^H 


Hot bloody 


Ncoploam in middle and 
over lobe of right lung 


Tracheal. 
bronchial 
and Diedia»- 
tinal lymph 
iu>deii liver 


Insufficient 


In extract neo- ^^^H 

plasm is called "in- ^^M 
eitraUng cancer." ^^H 

lies with usual forma ^^^^1 
of infiltrating catd- __^^^M 
nom^ In title th* ^^^^H 
tumor is called aar- .^^^^^^H 


r 








sarcoma and think* ^^^^H 


1 

Thinud 
oplyu. 


Anterior mediaMinum 
uid anterior luperior sur- 
lare of lungi oecupied by tu- 
mor -bich ab«>rbed part of 
thoracic wall and lorracd 
part of tumor viaiM» during 


nal and ab- 
glands; Uvcr 


No detail* 


"I 





ic^ea. Idft aie "-— — ' Bc«n 
B,-adk BO* ■orjf'rif oc nc=i than cm 
lA «d^ Isja^nd iih iiiiij of rigit 




DOUBTFUL ^S^^^K ^^ ^H 


„,™ 


AdtJFSY ftOTEB 




-.oaoacoP. 


— _■ 


r 


lite. Both pleural layen ad- 
iLcrent to diaphi'^gin and 
thorai. Substance of right 
um studded with miliaiy 
enDulee and traversed by 
fibrous bands. Left luna 
■Uo involved in cancer. 

with murtiid deposit aui 
glands 






1 


NodoMiU 


aome parts bttag ■ carUlaR- 
iDous aiul maMy." othera 


Axillary 

glauds 


It is simply 
■ta ted that 
tumor ia 


m 


Now 

1 


Tumor siw ot a small Gst 
in left lower labe adherent at 
its free nirface to the upper 
lobe. On eectioD neen to be 


None 


seems to show 

autJior calls 
the tumor 


No aowDdMy ^H 
tasm: nothing siwAk* ^^^H 


No details 


Primary nodule in luDs 


Pericar- 
dium, liver, 
bothpleuns. 

lymph 
nodes 


NotiJTni 


^^^^^^^1 


I 






^ 


h 


None made 




Nodetsila 


~""" 1 


l- 


converted into firio. pulpy 
tumor specially at root 
Right maui bronchus <A-«f 
atol and almost obliterated 
by tumor 


Bronchial 
gland. 


No details 


,4£r/T^ ^^H 


Pntute: 
not bloody 


Serou» effusion in li-ft 
pleura. Both liiogs studded 
with nodules aiir ol ■ eheny 
No tumor anywhere elas 




Encepha- 
loid eaneer 


P„,b.bl,»r«»ii. ^^^^B 





M n L Is TOtOB a aB Tief d at ■■■ntu Nor. 



Pi liiawiiiuy -Vl AAmO' 
^ Mid. Sk . t-MH. 



MoatfOU 



M McPRRnuv, 

CMHtUa Pncti- 

Tormta. XXV, 1900. 

p. 17 

'f (.iina ltd 




tot IS rcan. _ Abovt tbh b(foM 

uid (■«. Inripiest tabctnikaii «f 
rieht kppi suapcfTted- Sercn no^ 
Cumal cough uiil *w«aU. Pun ia 




«,m™. 


AUTOPBT MOn» 


WKT«aTAe«B 






SttP-ked 


Alroort entire right lung 


No details 


No details 


Nothing sud about 


with 


eioept umall area at huae 






other organs 


blood. 


Bad npex converted into «d 
cepbaloid maH. 3d. 4th 








Later 








purely 


nod Gth riba entirely do- 








S& 


>tix>y«d 








podeUila 


Lute tumor filling whole 
left chest and puahing diu 
phntgm downward, hesri to 
right and whole left lung 
above 3d rib. Erosoo o 
3 rifaii when tumor had 
prewedout. CyaUo portion 
of tumor hul been cut off by 

•bowed two kinds of tiswie 
the outer, pinkish. gUMen- 
ing: inner, medullary: uboui 
1 of bulk of tumor compart 
Gbriius Bubatunpe. rc«m 


No details 


No details 


Probably auvolDK 












blisg decomposing brain tia- 










nie 








Ho detail* 


Both lungx rtudded with 
bArd white nodules; han 
mass at root of Irft lung 
extending through entire 
thickneaa of lung. Pulmon- 
ary tiasue around nodulea 

thickened and adherent 


Bronehial 
glands 


None 












Blowly: DO 


Nodules in both lungs. 


No metu- 


Eplthelkl 




tuborcle 




lases in ab- 


cells, prob- 
ably bton en 
dotlKUuin of 


in pleura. I. A. 


bacilU 




dominal or- 

■ana 




L 






^ph ve* 




■ 










I 






n»r'ee5s"^d 




■ 






basement 




■ 










■ 










} 






phous cells 




ICodcUU. 


Both lungs studded with 
miliuy nodules. In right 


Liv-r, 


Nodetaits 




f 


spleen, kid- 






1 


ung tumor aiie of cherty 


neys 
















1 










Nod«t«a« 


Ch»«y mawes in right 


Lymph 


Den... fl. 


Author li In donU 




ung. Miliary tuberelei, 


n»d<^ of left 
hilus 


vas^ulu" 


whvthsr It Is card. 







^1 298 ^^I^^^^^^P TABLE 1^1 


^^M 


AurnOH 


HEX 


„. 


T^;r 


CUmCAI. BTlOTOIfa 




Tuberoulow et Cancel 








RalEi throusbout both lilDKE. I^^H 




primitif du Pouihod 








fevet ^^1 


^H 


Oa BORNE, 0. T. 


F 


63 


L 


Always healthy. Reoently paU^^I 




Yale Med. Jour., Vol. 










IX, 1002. p. 60 












A Cue ot Primary Car 








left lung hod been found. On admia> 




oiuoma o{ tha Luns 








aioa atwolute flntDcsa of eotire cheat 
with absence of voice and bnNithiiiK 
and loaa of tremitua except at very 
apei. At probatory puncture needle 
entcn hard masa. Clinical dianiiiwa: 
tumor. Dry haraasing cough, but 


































Lator puralyais of left ncuireot. 












DyiphaB'a- Asthmatie attaeki with 
profuBO bronchial secretion from riBbt 
UDg. Centre of tumor brsina to 
































break down. Died about • month 












afUr fiiBt visit 


^H 


London Path. Soc. 
XIV, p. 40. 
Cucinoma ol Left 
Luns with Secoodary 
DBpo.iW in He»rt 
KidDeys.8upnreiialii 


M 


31 


L 


Cough. dulncM over all of Mt 
cheat. Almost entire ftbeence of breath- 

Heart dUplaced to right. S»eUiii| 
of lower coatal cartilage*: enlarce- 
meot aubmaxillaiy glands. Death 










from exhaustion. No bronxjng. bat 




sto. 








dingy complexion. Duration about 

8 months 


^H 


PaxcooK. 
Tf«nB. London Path 


M 


68 


Both 


nJAdkOA n^tFttnjknMuf n!tt. Tlm.IL r - -T- 




L/ioeaae commences viin uvmopiywK 
Later largeT and smaller mamea wen 




Soc, IX, 1659 








ejected with cough. DulneM, broD- 
erepitatioD over vsryiog areas in both 
































lungs. Later increasing dyspniva. 












Diatibiea. Pain in chert, eapecially left 
ride. General anasarca with normal 


































cept in face. DuralioD about 4 moDtlis 


^H 




F 


27 


R 


Paia. ■wellinB of right ann, chest, 
and mamma. Fcchle pulse. PlatiMB 
over entire right chest: bronchial 




Timni. Collejfl ol 


















1880-63 








breathimt; no rales. Right chnt 






















No cough 


^H 


PiNtK BT NSUVIU-E, 


M 


24 


R 


Grandfather died of cancer. Dry 
cough lor several years. Whea 
lining a heavy weight felt sharp pain 




■aneMMed.prat.T.1. 










1833-34. p. 104 








in right aide. Some weeks later tumor 
in right side, where pain had boen. 




rheuH de U totality 




















du Poumon droit. 








of fUhert adhering (-o 6th rib. Dulne* 




Pbtbyiie oouitcuUve, 








over right cheat. No fever. 8 month. 


L _■ 



■pJteD. tod liver. Left u[>- 
lobe InnjrfonDed 



bloo<b% I 



root. Bm* of hmrt ai- 



Tuinor biflllrkdoD of ti- 
_.Mi all o( left luDi: bran- 
chiMTtktic ravitis 



Mroina ea- 
doaiaE bIvc- 
nti filled mUh 
panlally n 
- UrMiltK 
jMlb 



b^oqh 



IMWtstion 
of both M 
praMDali 



rMlc Duilarbi 



Tunwr quubcs thronAb- 

nut ricbt tunc. lo meoi- 
latimun a largs tnntor (ur- 






Tumor omvdM whole of 
rtfjit cbcM and p«rt of Idt. 
MbtfBOt M pfirieanljuiii, 
Mt aoriid nrtilMM. lUr- 
aum, ricbt riba. and vnto- 
bnl catamn: arauod 9th ' 



PruUhly 
in abdomm. 
BtatetnenU 



wbcntla. ianninK thar« a 



I 



larse. white, notjulated Ui^ 
daceoUB masa. Tumor had 3 

ee coDtainiuB » 
BCd pua. At upper nnd 
'"" ~ pari of lunior a 

der all scirrhuuB. Upper 

lobe right lung compreaspd 

"^ tumor. Heart duplaecd 

left. AlbuminouB 



tated maliii- 
v-adiog rigbt 
c drcr. No 



lung: old ga. . 
other detulH giveu 



Slight effuaioD in pt 

lUght lung almost complete- 
ly tiwutonned into Rolid 



EDtire upper left lobe 
vaded by caneeroiis m 
broken down and (otm 

iea roDtatning creamy 



Caneeroua 
nodules in 
mcdUati- 

pcrimdium 
eoropreanng 
aorta uid 
puimoiitnr 
artety. N< 
other metaa- 



Lanco tumor bet' 
apei of left lung and arch of 
aorta. Compression of 
teiDpbainu and left brou- 
ehua. Man between tra- 
rbea and oaophagu* preminiL 
on reeurrmt laryngeal. Leii 
lower loba infiltratnl with 
wit tumor 



Bronchial 
ind medias- 

inal lymph 



P<«ib]y nrroma 



TABLE m 



MO. 


AtTTBOB 


BEI 


.o. 


^Tv."- 


OUNICU. STUrraMB 




1889, Vol. XXXI, p 












464 












ACa* of Tumor o( the 










































Ape, bc»t dislooatcd to ieJt. Bnatl 












BOUDda heaitl diaUoctly over dull 






















•ome bulging of risht cheat vaU. 
(Edoema of hands: ■ligbt exophtfaalmu* 






















of risht eye. Duration about 4 












month! 


B8 


Luoet, ISee, II, 723 


F 


23 


L 


Cougb, dyspncea, pain ia cbtat 
Flataess and harsh respiration. Riahl 

po» and death 






















ee 


RonnAWK, 

Ubcr prim&riis Lua- 
geDcarcinom 


M 


47 


R 


^ SvphaU. Complained of liuun (or 

Spontaneou, fracture oi ritOU 0^ 
Flatnea at right bate pcwteriorir. 

voice and breathing. Cough 


70 


London Med. Timra 
and Ga.,. 18W. 11. p 
278 


F 


38 


L 


Extreme dyspniva. Flatnen or« 

mlereoBtal ipacca retracted. Eiplo- 
ratory puncture, some blood. Lomr 
obe cleared up before death 


71 


LaoMt, 1800, I, 814 


F 


30 


L 


Dirtrew after eating, frequent rotall- 

in left ahoulder. chert, and arm. 
tmpoired reepiratory motion. Dul- 
Deea at spei with abKnt hrentlUDK and 
voice. ECruiion in Ivtl chest 


72 


Revue M«f.. 1881. 
XXXI. 121-127 
L'Union Med. 

pulmonaire 


M 


« 


h 


Pain, dyspncea. Flalnen and alK 
aenee of voice and brcathinK OVW Ml 
cheat. Small hard Ij-nph Dodtt 
above oUviole 


73 


SIL.V4, 


M 


62 


L 


No heredity. 7 yian ago acuta pul- 
monary dieeue with cougn. For dim 




Gai. degli Oipidall e 
delio clinkbe Milsuo, 
















month dry cough, and aeverB pain 




XXII. 1902. Berie 11 








radiating to both lower Umb. mad UA 




p. 1236 








shoulder; also behind sternum. No 




Sarcoma primario del 












PolnMHie 








Obert; losa of voioe and bre«lhi«i- 
Completc flatnms. Emphysenia of 

small amount of bloody serum, but 
needle enters into hard tumor maas. 

turbanee. Death after 3 montha tn 

























DOUBTFUL 


303 ^M 






UntTUTABEa 




„^^ ■ 


auaoa- 








^^^^H 


■Uy 


tutting in mediutioum. 








, Sf 


tome portiona of it havinif 
cawkted and brokcD dowo" 






^^^^^1 


r 








^H 


Oneluem- 


At bue of left Itmi hard 


Right lung 


No details 


Possibly sart-oma ^^^| 


optyu 


EartilBginoiu tumor, cow- 
left Buncle. BroQchintatic 






^H 


Jnindiuit 


LarBS turoor id right 
lan«r lolw, pattially nocrdtic 




Partly ca^ 


^^^^^^H 






cinonia, part- 






aod punilont. Lower and 
middle lob« diffusely infil- 


nodes and 


ly surcoma 














trated. Lett lung Dormal 


So oU^""" 




^^^^^^H 


Rodctuli 


HUuB of left luDK nir- 

idg bronohuB aud largo v<«- 
lobe 


Left bron- 
chial lymph 
nodes only 


No details 


^H 


body 


Cancerous nodules around 
root involving posU'riur up- 
per left lobe, extending into 
kl auricle. Tumor prolif- 


Bronchial 

nodes 


No details 


^^^1 




































^^^^^^^H 


M ind 


No aulopay 


Aiillary 


No detaiU 


There was no «o- ^^| 


blood 




and BU[>m- 




lopsy, but the physi- ^^M 
cal ngns and sputum ^^M 






clavicular 








lymph 




as well as absence of ^^^| 






nodm 




fever and rapid Bg- ^^^| 

gravatioD, all point li> ^^M 
tumor of lung ^^M 




L«fl luDg ahninkni and 

HW of melon, hard and fi- 
tvoui and adfacrent to peri- 

Bctalie cavitiM filled *ilh 
purulent sorrel ion. Luna 


Liver, su- 

riba. vertc- 
br» 


No details 


ProUfaly oani- ^H 

noma ^^^H 


-^ 



H 



«. ^ H~ 









I883.».aBS 



i( hmmd aal >eck. 



tkMt«ilhkn^b 



rf iMadMS vrcr lows- mm ^hl 



e paiM ta debt ade: a 




Mucoid. 



bloody 



Bloody 



Solid tumor probably 
■lArtinB from hilua of riebt 
lun^. involving greater port 
of ngbt chest uid compnva- 
ing ^'ft' v««aels. ' 
knd ti^ht m&in I 
Broocbiectalio cb' 



Upper lobe of left lung 
iDtaina tumor aiie of 
_JisU orBDjn of medullary 
ohuaoter. Tracei of cbroDiE 
pDeumomB and solid gray 

patches 111 iiiMiiiiL grngtene 

SLarse nodulated "i . 
^haloid" tumor in lower 
t lobe inSltratlDB dla' 



. iwon in left chert. Left 
iuna compreaaed : upper lobe 
iaGltrated with aoEt, white 
new crowth. Bronohui of 
lower lobe almoot entirely 
ohatrueted by tumor. Sup- 

fiurative pneumonia lower 
eft lobe 

Very large tumor in place 
of right lung of which a com- 
presBod portion ia found ovei 
pooterior nirface of tumor. 
Tumor coDtaioa cyata and 
envelopa trachea, large vea- 
Kla. and pericardium. Right 
maiu broDcbUB compi 
and obatrueted 



Bronchial 
lymph 
lee and 



Insufficient: 

called lym- 



Foasibly carcinoma 






tumor from nMt 
left luag; laAgie- 
ity in lower lobe 



Possibly bronchial 



Entitv lung converted ... 
to tumor containing broo- 
ihiectatic oaviliea 



^M 306 TABI^^I 


^^H 


AUTHOB 


sax 


.o. 


Tlv^S" 


CUKICAJ. BTHntMIS 


^^1 


Loo. CIT. 


M 


4i 


R 


Cough, dyapnixa. pain. Incnaaiat 
dulnow over right lung. DiUUtioD <J 

ina volume of cbe»t. CEdcetDs of f*o> 
and cheat. A mouth l&ter •onaa ito- 
provement; retrnctioo ol right cbeM. 
Cliniciii disgnDais: empyema uid au^ 

ligortnt tumor 


^^M 


aTOttE. 

ainical Caw* Med 
A Sara.. New York. 
1B78. p. 65 
Tumoia m the LuDES, 


M 


i 


Both 


Always thio Bad fiwblB. Some wsvki 
Dcen. Right luQgaolid on percuaUDit; 






















left lung: mostly bronchial reirpin- 
tioo; some cough. CiiniCKl diunisa^ 

there wag no fever the latter wu 

doubted 


^^M 


Stmhlim. 

Dua.MancheD. 1004 

eine« HsuptbruucbuB 
UDd der Luoie 


M 


70 


R 


more or lem for & loog time, but mon 
iu the last 2 mouths. Owing to pa- 
tient 'a condition eumination wu tty 
imperfect. Emphysema of both luap: 
loud tracheal rattle, diffiue rslea Dn.-a 
both luDga. Clinical diunoris: myo- 


^^1 


SntANNI, 

Jouni. dc MM. do 
Bordesm. IS83-4, 
XUl. p. 673 


M 


35 


R 


Cacheiia. palpiMtion. (EdoniM of 
right face, arm, and trunk. DilM«d 
vcina. Tutnor in left axilla anJ orct 


^H 


TlHKIBWOOO. 

toQdon & Edinburgh 
Monthly Juupob! of 
Med. Science. ltU4, 
p. 650 

of the Lung IcvoK-ing 
the Firal Rib. Cluvi. 


M 


41 


R 


For over a year cough. dyspncM. aod 
occaaioma hicmoptyua. Large hard 
tumor ariaiDS from Ist right rib and 
clavicie. EmBCiation. Dulon* orer 

breathing. Dilatation of vein* of aark 
aod chest. (Edcema of right arm villi 
pain and nuDibness. Kr«ctur« ol 












de.eto. 








cinvielo. DumtioD of dinnw) aboat a 
year and a half 


^^p 


TBomn. 

Briliali Med. Jour.. 
1871. II. p. CS3 


M 


30 


R 


Dulnesi below right clavicta with 
flnrrak., Uter ugna of cavity. SuU 
later al-dominal pain. fullQca aod !)»' 


L J 



Put In ligbt pleim: rislit 
lung eoDverted into Iuicb 
mot; broocbiectBaFa 



Thymui normal. Tumon 
in both luD^ which com- 
pren lung tusuc: moM of 
the tumor nibpleunU, ftl- 
Uiough unie imbedilFd in 
'" Tumor resembtM 



IlUIK. 1 



Autopay incom- 
plete, but nevertb«- 
lew liii«ly that tumoi 
L> piimaiT in lung*. 
Probably ti 



Large quantily of turbid 
nrlim in left plmira; 
plcui> obliterated. 
maty endothelianu of right 
bronchua with extension in- 
to lung. Puiulont bronchi- 
tia. BionchiectAtic ditsla- 
n. Purulent degenera- 
...n of peribronchial lymph 
Dodea Pcritesophagcal ab- 
■ceaa. Uppor ajid middle 
right lobes matted together. 
BroDchiM'tBtic cavity, siie 
of hea'a Egg with numeroua 
small gray nodule in ita wall, 
com niunicatea with dilated 
broachu*. Bronchi filled and 
obetrucled by tun 

Fluid in left cheat Heart 
displaced to left. Large 
VMnela comprraaed. Tumor 
^n upper cava. Gmter part 
nt lung converted into tu- 
mor connected with, tumor 
in mediaatinum 

Riaht upper lohe 
picteiy tranaformcd 
nior which eiteods ii 
die lobe. Tumor c 
from lung into Burn'i 
rscie opening and involved 
clavicle and riba. Aulnpay 
not complete 



branching 

nicating alv_ 

oli filled with 
amall. closely 
- ^ked cella 

lial ceils: here 
and there 



May be elwaed m 

tbelioma. The 
branching and com- 
municating alveoli, 
probably lymphs lira, 
point toendotneUomft 






Probably primaiy 
__rcoma of right up- 



Right upper lobe almoat 
Entirely destroyed by soft 
tumor, degenerated and 
toraiiiit a c«vity 



nlETlth left 



„. 


4OTH0B 


.« 


... 


T^M 


0««0*.-T-^« 


87 


VoK Prtoo. H.. 

.. Di«. MOnchen. IWH 

jbor priro4nt LiingBn- 
Be>chwal«W 


M 


70 


L 


For several ye&ra congh; later paia 
fever. Dulnero over whole of Wt 


































tion. fine mufoui nJee. Probalofr 












puncture: Degativc. Tumor Mupact- 












■ 


88 


Van Oiebon. 

Medical Record. 1879. 

XVI. p. 496 
Cancer of Liiok 


M 


30 


L 


No heredity. Severe pun in leftcMt 

Cyanoai..: dulQean below left cUvJdc. 
Left ehest 1 i inches larger io circumlBi- 

ovCT aU of left cheat. EiplonUay 












8S 


Wachsm*nh a PoLUUt, 
New York Med. Rec- 
ord. Nov.. 1904 

Throe Cftsen of Primary 


F 


60 


L 


Commeneed with pain in left .boul- 

over loft upper lobe and at base; dinin- 
■hed breathinR sounds. Buljjiix o( 
eft thorai. Clubbed Enger*. Pwl- 














the Lung 










90 


UW. CIT. 


F 


38 


L 


Cough, pain in left chnt. impwivd 
reepirato™ motion and Batneea Ina 
1st rib to base. No respiratory ■auDds 
in left BxUlary Une or in Wk. Panlr- 
































sis of left vocal cord 


gi 


Wacqitm, 
Joum. dea Sdennoi 
Med. de Lille. Xlle 
Aim6e (Tome 1, 1889) 
p. 393 

Cuioer primitif du Pou 


M 


46 


L 


No heredity; DO prerioue iIIdml 
Sudden cipectoratioD of clotted blood 

Some sweating and fever. Later w 
vere paio along spinal ralunm and at 

touch. Cough very painful. InctvM- 

lung normal. Left lung: duloeaa an- 
teriorly with absence of brcathitiB and 
diminikhed voice. Puncture: tJoodj 


































No relief after puncture. Death after 












about 6 days >n hospital. Duratwa 












from first bsmorrhage about 7 iDOSth* 



DOUBTFUL 300 ^^M 


..r^u 


.<™„T ..™ 


-.T.eT«i» 


„C«»COP. 


mmtgg ^^^H 


Atfinrt 


Id pUcF of Ij-mph Dodra 


Bronchial 


Fibrous 


Author himself ^^M 


•cant. 


at bifurcation, a large eDca|>- 


lymph 


■ttoroa con- 




later 


■ulated tumor, perfotating Dodu 


taining nu- 


lutely certain whether ^^^H 










cells should be ^^H 


abuD- 




municating 


classed as epithelial ^^H 
or endotbeliat or tbe ^^^H 


dsnt. 


and causing extensive ulccr- 




cavities lined 


Shortly 


atioD. Eroaion of large 








before 






filled with Oat 


oma or c^inoma ^^H 


death. DO 


lery. Chronic iuflamma- 




eudothelial- 




rrSn 


tioD of Ie(t lung; numeroui 




ike cells 








tendioE Ut 




allyiUtAt 






necroau and 










often ar- 




- ol blood. 






ranged in 




No tuber- 










cle badUi. 






uyera 














oells 








^^H 


r 


Bloody serum in left 
uleuia. Hard white neo- 
plaom involves nearly whole 
of left lung which U adher- 
BDt to cheat wall find peii- 
Mrdiun. Tumor in apex ol 
right lung 


Pericar- 
dium, tight 
tunc. Uvcr. 

vicular ar- 


No details 


Possibly urcoma ^H 


No blood. 




Heart, liver, 


No detail* 


ProUbiT oaid- ^^H 


00 tuber 




ribe. kid- 




notna ^^^^^H 


<i»bm. 




oeya. clavi- 






«ULOA 




dee, skull, 






IMBMC 




roeeenteric. 




^^^1 


II 




toneal. and 

regioDnry 
lymph Dodes 




^ 


™^^i>b. 


Entire left lung taken ui^ 


nodes, liver, 


No details 


ProUbly epiUieU- ^^H 








^^^^^^^M 


oooaaioa- 










ally 


and trachea; httmorrhagic 


pleura 






bloodj 


eSuMoo in pericardium. 
upper lobe 






^^^^H 








^^^^^^^1 


Bloody. 


Bloody eSuaion left 
pleura. tTpper left lobe ulid 


Right lUDg 

and left su- 


No details 


ProUbly ami- ^^H 


ffoqueol- 






Ireuf. 


irayiab ma* of eneepbaloic 


prannal 






^ RDt jelly 


tumor; •ortenina in oeatral 
portion. Bron(& pennea- 
ble to Motre of neoplasm 








L 








B 








1 


where tbey become replaced 






1 





12 WAUIERBTBOia. J. A. 

Dcutacfae Klinik. 1S74 
Ko. 23, p. 169 



4 WllCBSELBAITIt, 

Virchows Archlv.. 
LXXXV.1881,p.569 
PkpUI&rea Ad*Do-aM- 
koBi der Lu[«e 



IE Warrm, 

Dublin Quarterly 
Joum. of Medical 
Science. 18«6, 
XXXIX. 219-222 



16 Wiuum, 

I^cet. 1S78. n. 733 
Cuimr oi Luns uul 
Pleuco-pneumonia 



8 WooDtuw, Batbttbrt, 
Med. Time* A Gai.. 
LoudOD. 1H7S, I. p. 
411 
Cue oT Eocephaloid 
Cancer of Uronehial 
Glaud* aod Lett Liidi 



Anemia, dirfpnisa : duln«* and hoA 
reapintiOD over lefl laae: nbibuittala 
No Dtber aigni on Juugi or other oraBBK 
Clinical BxplanaiiDu of Uie 



impaired nspinloiy 

Taint breathinf and franftoa. 
ouneea dark fluid retnoml ti^ M^tta- 
tioo; j>hi/neat hffu remote iiiiiftiwjiirf 




Pain; ^bt duItitM 

clavicle: in ■ome paita rifg^t hi 

abeence □( biealhiiig^ dulneaa over ••- 
tir« lowrr posterior portiaii rwlil lona. 
Dyipbnifia. hectic lover. Effu^m !■ 
right cheat 



PaininlertchMt.ii ._^ 

and emaciatioa^oueh. DtUtMaa at oib 
of left luns. Diminlabed reapiraUw, 
but increued vocal [rtMnitui; iili 
quenlly cnmplnte sbaence of bnMtUac 
Bounds, Dyapho^. tiver i iilaipiil 



For 10 months bronchitis aJOd loa ■( 
l-Mil. On urimioiunn pa^ fa WI 
Dulnen ovar Mt 



nodule appearvd und«r upper boftlv 
□r \elt lr»pe>iu>. Two monlba Ulor 

'nlaritenient ot left asillary ^aada Mt 

nass ou left side of ueok 



DOUBTFUL 


^n^^^M 


arorvM 


,™»,»™» 


««.»..«„ 


-t«oa™™ 


^^n^ ^^H 


NodetaOa 

■ 


Simply said to be primary 
uac«r ol the lung 


No detail. 


No details 


^H 


1 

Bout, rurt 


MalisDantdiMaM of right 


Periear- 


NodetaiU 


Doubtful whether ^^^^^| 




pleura involving right lung 


dium. dia- 
■mall omen- 




primaty in lung ^^^H 


No detail! 


Small aphericat tumor 


No details 


Multitude of 


Author calls the tu- ^^H 


1 


Dear hilusol right lower lobe 




viUi. the bod- 
ies of which 
are made up 
of round and 

Sss 

epithelium. 
Glandular 

lined with 

sometimes 
with oiliated 

^ found 


mor a papiUaly ade- ^^^^1 


Bloody. M- 


At root of right lung a 


No details 


NodetwU 


^^^^^^1 


pe<?tot»- 


larg« tumot Ml^nding into 








tioQ Of 


lower lobe; posterior medi- 








■flMhy- 


astinum filled: large en- 








looking_ 


cephaloid maw projecting 






^^H 


Hu.ty 


Lara« Dodular tumor at 
root of left lung, penetrating 


None 


NodetwU 


^^^^^H 


■ 








H 


bronchus and invading 








■ 


lower portion of lung 






^^^^^^^1 


"k^napt,- 


Fluid in left pteurs. Sev- 


No details 


No details 


^^^^^H 




s sr^ScBrr: 


















bronchi 






^^^^^^^^H 


Elaatic&- 


Tumor involving upper i 


Right 

ung, heart. 


Nodetaib 


^^^^^^H 


lim« and 


of Ipft tung and connecting 






i>u> cclla. 
Notumof 


with mas in neck. Infil- 


liver 






tration extended to mu«.ua 








1 1 


membrane of left main bron- 

■tnictini it. Bronchieis 
tatie caviUei base of left 
lung 






^m 





10 ITao, J. Busmr, 
Britiah Med. Jour., 
Mmrch 13, 1B74, p. 



A C«« 

Canouou* Tumor 

ofdie Right ~ 



cuMicAL smrroMi 



Cancer Mid tuberculoai* in tmaSj 
hiahiry. Had luea 20 ytmn acD. Sn 
montOB previoui to ■iIiiiImiih bnm- 
ehitit, ohiU*. paiD in right «id«. Fku- 
rftic exudate which waa entirely ab- 
•OTbcd withiD a (ew w«eka. Oa_ ad- 

Dulneai all oTer'right cheat and feeUa 
breathing 




m N 



I I Tumor aiies of an onuiBP 
I in uDterior lujd poatorior 
'iDcdiadtuiuiD. hiLrd« whitioh. 
.extending into riglit broo- 
jChiu aLmioat entirely occlud- 



Nodulea 
1 right up- 



uiit charso 
l«riitio celU 
irith larso 



Probably primfti; 



ftnd poaterioi inrdi- 
AotiouiD ■ oecundwy 

inHKjnni Ktinn of the 

lymph Dodtv. 1. A. 



^^^^^P TABLE IV 


■o. 


ADTHOB 




... 


''?0LVEr 


CU«.C^ B^PXO- 


1 


BOBRIB, 


F 


28 


K 


MaiTied at 22; 4 chadrao. latf 




ArbeiteaauBdem Path 












Aunt, Iniititul £ii TH 








to the hoapital. A rcw veeka ber<in 




biugen tBaumgarteo) 
..VoT. VI. Ht. 2.p. 639 
Uber primftres Cbo- 


















awEsts. pain in lisht chest. On *d- 
nuMioD dulueaa at apejt of risbt Jum; 












rionepitheliom dor 












LUDKB 


















raisB. Left lung Qormal. Later «icM 












of rfTuaion in right pleura. Tapping 
withdraw dear yellow aejtun. I^ur 






















■everal abuudoDt bKmoptyaea. Death 












2i months after Bdmiuioa 


2 


BfllEHE. 

BfitHLge lur wusea- 
Bchftft. Med. Festschr. 

p. 191 


M 


40 


L 


No heredity, F[euri<y od right (ids 
18 yean ago. Bioee then cough, a- 

ant; once hieiDoptysis. For 3 }r«*r» 
after attack of influent*, more ooufk 
pnin in chest, progrfamve Iom oT wei^ 

re»piration. low of fremitue o\-er ail of 
left upper lobe. A few weeka befotr 
death nodulea from the siie of a haul 
nut to that of a hen'* esB in akin ot 
abdomen and leg. which when iocM 
show a viscid Stud. Death in eztrema 


^^ 3 


BBtrmr. 


M 


20 


R 




^H 


"fiS-dr'"'^' 








Ution of right leg at thigh (or tudtor. 




Bordeaux, Vol. XII 








chills, haraadnB dry eough. ia%mm 
dyapncea. RigEt chert bulging. Fl«t- 
neaa from aiule of aospula to bMe: in 
front from infraclavicular fona to baw. 


^^^m 


1891. p. 116 
Cuio«r du PoumoQ 








































Reapiration feeble. dJatant. Mktktd 












egophony. Nothing on left c1m>I. 












Puncture, BOO C.c. bloody aenini: BaU 




































punctures made and after the latt d»- 
























on right cheat almoat narmal: torn* 




































ncsa. aibilaat ralee, failiog appetite and 
fever. Severe pain in baei of chert- 
















































4 


Chabtiiub, M. 

Laocot. 1874.I.P. 126 
Od Inirathonudo Cu' 


M 


29 


R 


foQowed by anorexU, cough, night 
aweaia; heniopt>-»u> 3 da>-a before ad^ 
miaaion. when became boarve and lij- 
mor appeared on riKht aide f>t arck. 

trium. and vomiting. Dulnc— over 
lower half ot right rfieat in front and 












^ -■ 



MISCELLANEOUS 31 S ^H 


erxmiM 


AOTOPST son* 


HMTABTASU 


..OI^OO,. 


— ■ 


Greenub. 


Bloody, lurbid Buid id 


Both lungs 


Typical 






iBtt pleura. Nearly whole 


None in^ 




was uncertain ihouob ^^^H 
inclined to tubcrculo- ^^H 




Df richt lunB occupied by 
Urge tumoc lieside* a niiin- 


lymph 




de bacilli 


nodes. 




sis. At the autopsy ^^H 


11 «m- 




ilemor- 




optyaifl 


large tumor cootsiiu htem- 
omulEia oQil necrotic area<. 


rba^c locus 




could be made. Mi- ^^M 




iarwbt 




croacope alotM gava ^^^1 




Tumor penBlrot«« into up- 


broad liga- 




the proper diafDOiis ^H 




per cava and eiteuda Up- 








P 








■ 




Cavity liie ot Rst in lower 


Sldn, livei. 


Endothe- 


Author gives many ^^H 




put ol left upper lobo, filled 


kidneys. Uoma. Mu- 


reasons in detail why ^^H 


eUjlic e- 


with ehee«y wsaaea and hav- 


Icft psoas, coid degencr- 
liuntuu-. and ation of cells. 


he has classed Ihi. ^H 


bres. No 


ing hard, irregularly pro- 


tumor as epithelioma ^^M 


tubercle 


truding walla 


nth and 






bacUli. 




12th Iho- 


are »U cysUc 




UeiDop- 






and conuin 








brs 


viscid, tena- 
cious, clear 
mucus 


J 


L 


Whole of riKht lung trana- 




Not given 


Probably tarMaa. ^H 

Remarliable for ^^H 


^■r^ 


[onned into an encepbaloid 






^M 




mor in Uver 




length of time. 4 ^^H 




trace of lung tissue, adber- 






mary and secondary ^^H 




BQt in iU entiiv eitenl to 








cheat nil. Left lung nor- 






growth, and for its ^^H 


1 


mal 






■ive tumor invalving ^^H 

J 


1 

Somt. 


Urge canoer at tivbeal 


No details 


Not given 


Couite of diaeua ^^H 


nurty. 


bifurcation extcndbg into 






runarkably rapid ^^1 


latpT pif richt lunic, adheir'iil to (>o»- 






^H 


nilcot, 


and extending (h rough into 








^ alHrn. 








^K d-nt. 


both auriclM. Right ragua 








^B often 


imbrddMl in tumor 








^■bloody 








■ 


L ■ 






^^^^ 


^^^^M 





Anaalea de gyntc. 
d'ob«.. LX. 1903 
DtstakmeKoet Ky- 
mique eoDc^ititale dn 



utefiori^. Od ri^ ode ^attriaOr 
below: dmunidied exptntioii. "'t**-* 
bfooeZual facvfttliiiic^ liKreftnis ^7^^ 

utd aphonia: >welliiic over ntti 

I oord. DfsUi OD 23d day kfM 



PucdU Domud hodUt: cood I»bi3t 

hivtoiy. tmcreatful Donn&l p 

uoniul hinli. After birth. cL„ 
breathed, and behav«d liks l 
child. On 5th day respiratioo beei 
■hort and npid; cymuooU art in; d 
trfiued bnast and S daya aflar b' 
died. No preciie d' — ~'~ 
able 
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.^^.^ 


^.^^ 




...^ ■ 


- 


Middle lobe of right luiig 

upper and lower ri^t lobes. 
Hypertrophy of nght ven- 
Inde ol heart. Cysta irreg- 


Nodetaita 


Cyft-«ie- 

ciiteid^ 

cylindrical 


d 






epithelium 
with baw- 


^^^^M 




uiaz in diroeoflioii 




niont mem- 
brane with 

nu^Kirear 
baae. V,tx»n 

dm of pul. 
moiuuT tiB- 
■ueeiuttber 

^■■tdecUtio. 
fbc bron- 
chial ramiS- 

by irregular 

Inanely 
rimploBtnio 
ture out of 
wUch de- 
velop the 

E^bul-. Tbi 

tiatioD are 
patcheeof. 

Baiyve-ela* 


-^^1 






« 


^^^^^H 


buMUnt. 






Nodetaila 


Author tOM into ^^^^^H 


maoopu' 


dM or child'* bnul trom 


UDder 




detaUa aa h> bow al ^^^^^H 


roleDt 


lumbar lymph node*. Nut- 
ale., luw awlwnaller; 
replace left leaticle. Bnth 


autopiy 




tbe aymptfitn. poiot- ^^^^H 
at to tumor of tlM ^^^^^^H 

rhararlrriMic apu- ^^^^^^H 
turn, no dynpnCM. M ^^^^^H 





818 ^I^^^^^P TABU^I 


MO 


»™o. 


aax 


... 


''■J?^.™" 


CUmCU. BTMFTOMa 




























































arytuberculo»i» u thought of, but lack 
of fever speaks agHUiat it. Two dnyi 






















before death tumor u lar«c u k liM 












ond painless, in recoeo'"^ in lff« flank. 












De&Ch one mo alb after adniiaoion 


7 


DiomBi, 


M 


19 


Both 


cyanoBis.oecBdonal niaht Bweata. Esd 




Arch, di biol.Firenie 










LVIl. 1803. p. 716 










SuUb deaeneraiione po- 








jain about right breast. Duliieaa be- 
ow right apine of acapule; bardi 




Uciatio* dei polmoni 






























pcraturc up to 39.1. This state cod- 
tiounl until January E with rapid de- 






















oreaM of temperature and ngni of 












heart failure. Death 

4I 


8 


EHI.ICH, 

PrimllreB CBUTinom 
an d^r Bifurcation 


M 


65 


7 


No heredity ; do serious illiMM. For 

G«Dend health ^. Later alicbt 

dyspniPB on ciertioa. dysphoKn. ouf- 




der Traohes 










Monmtschr.l.OhrcDhIk,, 










IBM. No. 3, n, 121 








,how, (umcn- oh,lrucli»o bolh right amd 




(Klioik V, Scbrtlter) 








'tfl htonchta. Inlensa dyspniEa; poeu- 
monia of left lower lobe. Attempt at 
suicide by stabbing in cheat; death 


e 


"BCKlta 


M 


39 


L 


No heredity. Three yean pmri- 
ous to admission, left nleuri^-; «fU 
after 2 mooths. Since tben ooeaaiaiial 






















pain in left cheat, though workiu. 


































left upper lobe; abwn(« of fremittN 




» 








and breathing. Some areas o( bnn- 










chial breathing posUrioriy. Heart 












displaeed towards right; loud sysloli* 












iUKular notch. LHt jugular moM 
!uU than right. Probatory punctuTii 
yields only a fe* drops of bloody 
































scrum. Increasing pain in left axilla. 
(Edoema of upper >h arm. Paralyili 






















of left vocal cord. Per^us-ion nt ohm 












TceoniPS very painful. Right pupil 
arger than left. Clinical dlacnoria: 


■- -■ 



^iHSCELLANEOUS 






31fl ^H 




^H 


^^u 


.™„. .0™ 


u.^^ 


«cno.co« 


KlUiABU ^^1 




torated both ddea by tumor 






no bloody a- ^H 




From hurtory taken only 






fuaion in pleura, no _^H 
Ij-mph nodec ^^^M 




ttui deftth of the patient 








it appears that primary tu- 
mor of the testicle wfu oper- 


















ated •oiuB yenra previous 






^^H 


Wy 


Fibrinoua pleuriiy on 


Nodetwla 


At^asof 


According to t^ ^^^^^H 




right aide: acute hronchiti* 




emphysema- 
tous lung tis- 


author this is not K ^^^^^^H 




Left picun thickened. On 












sue; also 


a congenital ryMie ^^^^^^H 




[em of numerous cavitiea of 




areas where 




wyins MK- and alveolar as- 




the luog ti»- 


upontbeatreetordis- ^^^M 








•ue ^i^ 


turbance of the prtw- ^^^H 




Dumbei from above donn- 




placed by 


ea of development ^^^M 




ward. In lower lobe very 




tubular 






Gnn alveolar appearanre. 




Itructure. the 






U ap«x of left luns aliniiar 




tubule, lined 








with epithft. 






■yitem of cavitie*. Genuine 




Uum mostly 






tunc tissue was firm with 




s.a-js: 














brown induratioa 




drical: other 

gest acinous 
structure; 
others filled 

cytea 


■ 


rucoid, >t 


SeiiThu* at trachea at 


None. 


Notpven 


^^^^^^1 






Not even in 






No tuber- 








Cancerous infiltration of 


lymph 






cle tMciUi. 




nod» 
















Blcmeati 








^^^^^H 


Moooid. 


Bulcins or left chert: 


Right 


Crayiah 


^^^^^1 




pleuta 






IcMBbuQ- 


tended, reaching almost to 




•pindleeeU 




danl. 












Oear swum in pericardium. 








^Hnody 








■. 


Grayish red tumor maw- 










ail whole ol left pleural cav- 










ty. Rl«ht lung dispU«d 










downward. Tumor masses 










»twoeo spine and pi-rirar- 










dium. The tumor fluctu- 










ates at apei; lower portion 










grayiah atheromaloua maa- 




















cartilage, and bone. {Der- 








1 


moid cyst ot medlaatinum) 






■ 


L ■ 













OKleuu, 

..Dies. Maochen. 1906 

Tiber eiD primares Ed- 

dotbeliom der Lunge 



O&i.dmMal.infsiitDe 
cto., et d'obstet. 
Pans, 1909. No. 15. 
p. 113 
KyBl« hydntique 

Silmonaire cbei ud 
lette de 8 auB. 
Vomique, Guerison 



2 I^slgini. 

Arch. Oen. de Mod. 
1871, Vol. 1. p. 13d 
Pleurfiue dniite d^vo- 
loppte toua I'iufliu 
""' n Lyinphosar- 



tumot in chert probably aot a 

oa Bccoimt of scanty and not bloody 
aputum. ButKUig of left cticM; Mt 
juEularvein becomes hard. (£dcEinaof 
left le^. lacrcaaiog dyapocBa. Much 



'spuoea. Iwpeatct 
llh broiu?hoa«ip« Duati' 
Patient died ol suffocation on day 
hospital 



Cough and bronchitis tor a long 
mc. Fir^ seen February. 1907. 
nee August, 1906. intermilleul 
lUgh with febrile attacks and ra«Bt- 
g. Slime leant hamoplut: Dif- 
fuse bronchitis and psaUo-iDtestinal 
gypptoma. Diagnoau of inleatinal 
grippe is made. BennninK of May. 
breath becomes fistid. X-ray sbovi 
shadow of upper ' of left lunc witli 
sharp border. Dulnraa below claTicie; 
bronchial respiration; iDuoous rslca; 
absence of fremitus. Pleuro-pnninonla 
ii di^nosed and puncture is inade 
posteriorly ((>, but only a few drops 
of clear serum withdrawn. 32 houn 
therenftor violent pain in left cheat; no 
fever. Suddenly vomited lar|e qiian- 
titieB of pus, white, thick, mod ftetid. 
containing particles that Look Uk* 
membrane. Some purulent and 
bloody mucus ia cipeclorat«d. Aftei 
this ^adual diminution of all symp- 
toms. Pbjvcal signs in left cheat 
padually disappear and improvemeal 
IS foUow«d step by step by radiograph- 
September, 1907, the healing is <■>■»■ 
eete except tome signs of cavily bdow 
ft clavicle 

Six weeks before admission pain ta 
right cheat with slight chill, fever and 
dygpncBa gradually increasiug. Dul- 
ness from angle of scapula dowoi^ird. 
Bronchial breathing above, diiiua- 
iahed breathing over middle | and 
absenoe of breathing at base. Dul- 
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321 ^M 






-^ 


AnTOPBY NoniB 


lUTAaTABBB 


MtOaOBOOMt 


„»^ H 


6M1M 


both ^«u». AlmoM ratire 
loft lote coDsuts of v«y finn 


Bronchial, 
travhaaf. 


Firm. _B- 


Probably sarcoma ^^H 












utd dense tinue coataiuing 


Mtal lyiDph 


Btate of hya- 






no air exoept a thia peripb- 


□odea 


ine degenera- 






aral layer. Fibrou.. prolif- 


Ition. Nod- 










ulescoDnstot 










very email 






tionn of miliary noduln. 










Lower lobe of right lung in 












by giant cells. 
No tubercle 


















bacilli 


^^^^^^1 








portion of 


^^^^^1 


teti'd. 






^^^^^^1 


bloody. 






membrane. 














^"^ 






teriiitio bmo 
t*ria and on* 
unmistakable 
hook 


■ 


«tMI* 


Ydlowirii. purulent BuJd 


OartTtf- 


Noduln 


Primary foooi not ^^H 




in tizht riiat: riabt lung 

a, s^J^- 


h<.p.tio 








lymph 




po«bly in lung ^H 




noda; ov- 


well devel- 






Dierouanod- 


oped embryo- 








ula in duo- 


Dai cella, and 






lard. yoUow. and phe«ay on 










•Htton. NodulM in left 




•pilHUe cells 






luni. NumeniUB iiodules in 








liwr up to die of miftll 








Bpplc. lb both lunfm Blnns 
Uie IkTger uid imaller hroo- 












^^^H 


L ■ 



3 Lansmi rr Roub, 
Lyoni Med., CXIII, 
July. 1909, p. 74 
Cancer masail du P 
moD, secoDdiure ■ . 
C&acet latcDt du Ree- 



VerhAud.dvrDeutsch. 
Path. GeseUschaft, 
1908, p. Ill 
CyBtiwh papQI&rer 
Lungealumot 



G OoLi. Ctril. 

TruiB, Loodon Path. 
Sor, Vol, XLVIII., 
1807, p. 37 



fsdiEiiiBOf ftbdouiiuU wsU, aooaa Hvl» 
Puncture withdrew Uoodjr atnaa mt 
patieiit felt better, but phTiicial iipi 
remtiued the Bune. Idver boMONi 
l&TEer. looresaiiiB djuiuvB*: julwu* 
DeBth 4 weeks after ■iIiiimbIim Da- 
ratiau about 2 moutlu 

Cough for yean: lor 1) jtmis loa 

of flesh and atrength. 3 mootb bAn 
entering hospital ceaaea work. On «- 



liDBtioD DothiDS found except dtdwH 
t bale, rtiminished br««UuaK, turn 



except the few sigoi on lonsi. NotV 
iug could be felt in rectum. DM < 
mouthi after admiaaioii. Dutini tl 
tfaii time the only lunc ( 



shadow at left base and 



Died of tubercular pericardita J 



Cough and ooraaional tuemoptnii 
for 5 years inU-rmillently. Phyaal 
siBDSninevt empyema; he«tictjpssl 
fever. Death from protuae hamop- 



6 R[TDIB<7H 4 SCHWARTI, . 

Mt. Sinai Ho«p. Re- 
ports. 1903, p. 26 



lull I iiliia III ii'mil WW 



No heredity, 
of weight, he_ 

left cheat. Dilated Tdoa ol _.„ 

tremilipt and chert. Flatrwai asd 
abaence of voice and breathmg. Aa- 
negative. ""' * "' 



„^. 


.„„, »™. 


„TX„™. 




"i 




chi ud BcBttpred under 








1 


pleun aimilaT nodular (oci 








AttilOM 


Massive tumor occupyins 


In liver and 


Tumor of 


Only eumple of 




nearly sJI of left lower lobe 








"^""do 


□□ly a very Binall fftrip o 


phragm. Al 


of typical cy 


ary lung tumor. Au- 


tubrrrle 


lung tisiue perwating al 
base. Tumor broken down 


other organs 


lindrical 


thor justly says that 


bftdlli. 


healthy 


ceiled carci- 


if autopsy had not 


McUy 






Doma exactly 


been so carefully 


muco- 


primary tumor in lung. In 




Ufce that of 


done, this case would 


p«rd«.t 


twtal ampulla 6 cm from 






undoubtedly have 










been classified as 


s:s^ 


Bvideatly priDUkiy 






K-So'Z^S 


SSrt 








that there were pt*e- 


s-sr 








rt'r{ir"',j;s: 


NodetaJla 


Betide* tbe tubercular le- 


Nodetailj 


Papillary 


Origin po«bly 










from bronchial ffltl- 




mor tbo liie of an appln in 




adenoma 


cousllatidl 














itiea fiUed with mucus; 








■ 








1 


i 


of apongy tiamie betwixt 






' 


i 

Profuse 


Cavity in lower lobe mir- 


No details 


The tongue- 


Orivn CTobaUy In 


hHOOP- 


rounded mainly by lung ti>- 




like projec- 




SS.. 


aue communicate* wilh left 




tions have 


preniDg bronchus. 


main bronchus — evidently 




stratified epi 


causing bninchiect*. 


WUtum^ 


a bronchiertatic cavity — 

nlff>n«jvA ^ark Hwl rmntonfa 




Ihelium rov 


tic cavity, and pene- 
trating and grawiac 
inthi. 


brODehi- 


unciinvci QBTE rva (vnieaia 
Pear-shaped flat maaaea of 




•cUtie 






tissue and 




dOrnU- 






having many 




tion 


protrude into this cavity. 
Several italka arc joined jn- 








■ 




glands 




K 


to one man vhich can be 








■ 


traced beyond the cavity in- 








■ 










1 


of pericardial aac. Sac coo- 










taina rebaeeoua matter. 










haira H inches long, and one 










large tooth 








NodeUUi 


EDtire left chert and medi- 


Retio- 


Simply 






■rtinum filled with tumor. 


fj^ph 


rtated that 






leart dialoT«ted to riRht. 








'■'"■"t putrid pUB 


nodes 


d^SSio^°°" 




1 









_ Med. Reeonl, 
LX, 1901. p. 475 
Dermoid Tumoi of tbe 



Gau. d. Otp.. MiUiio, 
1890, XI. p. 314-32! 
hunCModiCigtiDer- 
■noide del Polnioiie 



No bereditr. Wu Gnt ehiU: | 
DBDcy and furtli DoniiaL A« I 
dutioK fiiBl 4 moiittw ▼< 



1 t»hM 



old and eipoeure to op«n ■ 
Alter lengthy uuniiig had t~ *~~ *" 
ID upnght podtioD. aa abe *■• nsia 
wicb stroDi attack of ooiuhiBS aad 
dyqtoixa. Cough iiii iiiawil ■■ At 
— ^iT older: also dyapntt*; ^anoab rf 
In her ISUi jtar Lain was d»- 



they were »upj . . . 

food eaten aiid no further allmfif 
was paid to them. S- 
n-faori of blark hair m 
Phtbiaical babitua. HanmiaK ooa0 
and dyspofea iDcreoard. Ijiat Mo 
yean of tiite in bed : the dichleet ■mii**' 
cut, even tumiog. cauamaevcm pdn 
chest aod exceaeive dyspnoea. CoaM 
)1 eat for dyapnica. Wonilil not aaik 
medical aid. mying tbere waa no «■• 
.... , . coOBuinptive. Admitted M 
hoapital July 17. tS87. Exact eu^- 
nation could not be made on aeeonnl 
of moribund condition of thcpatioit. 
Death eeveral boura after ^— -•— ■ 
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n^™ 


.™„.^ 


M^^^a 


MiCBoacora 


,»Mx». H 


Nodetttil* 


KiDditioD B cjttio body wbb 
round at apex of right liina 


NodetBJk 


No detail! 


H 






















bodie«" 






^^^^^^H 


Mucoid. 


L(4t pkura ■dherent. On 




Wall of aac 


^^^^^^H 


hain 


lectioo of left Iimg yellowiah 
ud ooDtBininB imall brown 




resembles 
Itructure 


^^^1 






with typical 






battm. Nemriy the entito 




Kfre "■ i 






upper lobe and | of lowei 








coDverted into a Urge pouch 
the ow of « new-born child'a 




theliiim. 














bead. contaimDg the sther- 




slonds, etc. 
















of the cavity i> finn and 




















estewithabtonchua. There 










ire many places eoverwi 










Kith longer or sboHer brown 










hair, ta »nie pUoee it re- 










nmblea outia covered with 










hAir; there we alao imaU 










1W) iB a nnaU cyrt >iK> of 






^^^^H 




a nut above bUua, alao a 
BTBC one bavinB the aame 






^^^^H 














tiea eioept that the hair la 
bUok. Right lung Doniial 






^^^^H 




TurUd nrum in right pleun 










u>d pericwdium 
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